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 Abstract 
The first cases of Acquired Immune Deficiency Syndrome (AIDS) were reported in 
1981 and in 1983 the Human Immunodeficiency Virus (HIV) was identified. Today, 
over 40 million individuals globally are living with HIV/AIDS. As there is currently 
no cure for the disease, it is projected to reach pandemic proportions in the 21st 
century. 
 In South Africa at the end of 2006, over 5.3 million individuals were living 
with HIV/AIDS, with affluent and educated South Africans showing the highest HIV-
prevalence growth rate. The HIV prevalence amongst 15 to 24 year old South 
Africans is 10.4%. It has become vital that youth receive education about HIV/AIDS 
as early as possible, to ensure that they do not contract the virus. 
 Psycho-education seeks to teach psychological knowledge and skills to 
individuals. This is also known as life skills teaching. The National Departments of 
Health and Education have developed a life skills programme for schools. This 
programme aims to, amongst others; educate young people about HIV/AIDS. The 
effectiveness of this programme will be assessed in two schools in the Port Elizabeth 
area.  
In this exploratory descriptive, triangulation research study, a quasi-
experimental, one group pre- and post-test design was used to assess the effectiveness 
of the life skills programme amongst 211 Grade nine middle to upper socio-economic 
group learners. Four focus groups were conducted after the programme to explore the 
learners attitudes and perceptions of HIV/AIDS and their experiences of the 
programme. Teschs model of content analysis and Gubas model of trustworthiness 
were used to analyse the data obtained from the focus groups.  
 The results of the study showed an above average general knowledge with 
regard to HIV/AIDS, with a small increase in knowledge following the life skills 
programme and decreases in knowledge in some questions. Findings from the focus 
groups generated six themes. This study recommends that the life skills programme 
needs to be reviewed and suggestions for future programmes are discussed.  
 
Key Words: Acquired Immune Deficiency Syndrome (AIDS), Human 
Immunodeficiency Virus (HIV), psycho-education, quasi-experimental, pre-test, post-
test, focus group.  
 
 
 CHAPTER 1 
Introduction 
1.1 Overview 
Since the first cases of AIDS were reported in the USA in 1981, the virus has 
attracted global attention and rising concern as infection rates multiply and a cure 
continues to evade scientists. By 2006, over 39.5 million people globally were living 
with HIV/AIDS. Newly infected people in 2006 totalled 4.3 million, and 2.9 million 
deaths in 2006 were due to AIDS. Children under the age of 15 infected with 
HIV/AIDS total 2.3 million globally, with 530 000 new HIV infections and 380 000 
deaths due to AIDS for this age group in 2006. It is estimated that in 2006 there were 
approximately 11 000 new HIV infections every day. Women accounted for 48% of 
all adults living with HIV worldwide by end 2006, and 59% of those were found in 
sub-Saharan Africa. Those between the ages of 15 to 24 globally account for half of 
all new cases of HIV, with more than 6 000 becoming infected daily (Avert, 2007e) 
In South Africa, by the end of 2006, there were over 5.3 million people 
infected with HIV, and 10.4% of youths aged 15 to 24 were HIV positive (Dorrington, 
Johnson, Brashaw & Daniel, 2006). Affluent and educated South Africans were 
shown to have the highest HIV-prevalence growth rate between 2002 and 2005 
(Harris & Van Aardt, 2007). 
Adolescents have been identified as a group that is particularly vulnerable to 
HIV/AIDS (Balding & Regis, 1993; Baldo, Metcalfe & Barttes, 1993). As most youth 
under the age of 15 are not HIV positive, young people are an obvious group for 
targeted interventions. This means that youth in their early or middle adolescence are 
identified as a promising group for prevention programmes. As most youth are 
already in school, which is an established institutional framework, the most effective 
 location identified to target HIV/AIDS education programmes is in schools 
(Campbell, 2003).  
Health psychology is a branch of psychology that is concerned with an 
individuals behaviours and lifestyle and the effect that these have on his/her physical 
health. Health psychology therefore incorporates psychologys contributions to the 
improvement of health, the treatment and prevention of disease, identification of 
health risk factors, the enhancement of the health care system and the shaping of 
public opinion regarding health (Brannon & Feist, 2000).  
Psycho-education, which is also grounded in health psychology, and embodies 
life skills teaching as an intervention method, is involved in the prevention of illness 
and the development of the full potential of individuals (Ivey & Simek-Downing, 
1980). These two approaches in conjunction, aim at not only providing knowledge to 
ensure behaviour change but providing coping skills that prevent dysfunctional 
behaviour and enhance the quality of life of young people (Hopson & Scally, 1981). 
The significant increase of HIV/AIDS globally and in South Africa 
specifically, means that education on the causes and prevention methods for 
contracting HIV are essential (Kleinke, 1998). Previous studies in the Nelson Mandela 
Metropolitan Municipality (NMMM) have focussed predominantly on HIV/AIDS 
educational programmes presented to previously disadvantaged learners and schools. 
A significant increase in affluent South Africans contracting HIV indicates that 
intervention strategies need to be implemented for these individuals as current 
intervention strategies are proving to be ineffective in stopping the spread of the virus 
(Harris & Van Aardt, 2007). No research material on the knowledge, attitudes and 
perceptions of learners in middle to upper income areas in South Africa is available.   
 
 1.2 Aim of the study 
This study aims to describe the pre- and post-test information gathered from 
Grade nine learners who fall into the middle and upper socio-economic groups, in two 
schools in the NMMM. The main aims of the research were to explore and describe, 
by means of pre- and post-test, any changes in Grade nine learners knowledge of 
HIV/AIDS, following a life skills intervention, and to explore and describe the 
attitudes and perceptions of Grade nine learners with regard to HIV/AIDS and life 
skills education.   
 
1.3 Chapter Outline 
Chapter 2 of this treatise will discuss the origins and definition of HIV/AIDS, the 
spread, diagnosis and treatment of HIV/AIDS, the global setting, sub-Saharan Africa, 
HIV/AIDS in South Africa and the Eastern Cape. 
Chapter 3 will look at adolescents, their development, sexual practices and 
vulnerability to HIV/AIDS in South Africa.  
Chapter 4 will discuss health psychology, theories on prevention, the psycho-
educational approach to HIV/AIDS prevention, previous educational programmes and 
issues surrounding HIV/AIDS education programmes. 
Chapter 5 describes the aims and the methodology that the study followed and 
includes the research design, instrument, sampling, procedure, data analysis and 
ethical considerations. 
Chapter 6 presents the findings of this study and a discussion of the findings and 
Chapter 7 consists of the conclusion and evaluation of this study.  
 CHAPTER 2 
HIV and AIDS 
 
2.1. The Origins of HIV/AIDS 
The first cases of AIDS were reported in the USA in 1981. AIDS was first 
thought to be specific to homosexuals and was initially called Gay-Related Immune 
Deficiency Syndrome (GRID). Investigations into the cause of AIDS focused on the 
perceived lifestyle of homosexuals, including suggestions that drug use and over-
exposure to semen were causes of AIDS (Ogden, 2001).  
In 1982, the first cases of AIDS were found in haemophiliacs and the 
differences in lifestyles of homosexuals and haemophiliacs led scientists to look for 
other causes of the disease, which led to the isolation of the HI Virus, which is the 
precursor to AIDS. In 1984 the HIV1 virus was identified while the HIV2 virus was 
identified in 1985 in Africa (Ogden, 2001). 
Factors that led to the rapid spread of the virus include the role of international 
travel. Patient Zero, who had AIDS and was a Canadian flight attendant, travelled 
extensively worldwide and early cases of AIDS showed a link to the flight attendant 
and those affected, leading to the conclusion that international travel had an effect on 
the transmission of the virus. Blood transfusions are also attributed to the spread of 
HIV/AIDS. The routinised use of blood transfusions in the USA, as well as donors 
who were intravenous drug users being paid to donate blood, led to the spread of the 
virus. Lastly, an increase in the use and availability of heroin in the 1970s, as well as 
the accessibility and sharing of disposable plastic syringes, opened another route 
through which the virus could be spread (Avert, 2007a). 
 2.2. Definition of HIV/AIDS 
HIV is a retro-virus that contains RNA and three types of retro-viruses are 
identified. HIV is a lentivirus, which means that is has a slow, long-term effect. The 
transmission of HIV occurs when cells with CD4 molecules on their surface come 
into contact with HIV. Cells like this are found in the immune system and are called 
T-cells (Ogden, 2001). T-cells are white blood cells that switch on the immune system 
to fight disease. Once the virus is inside the T-cell, HIV reproduces millions of these 
little viruses, which kill the cell and then spread to infect other cells. HIV causes 
AIDS. The virus attacks the immune system of the body and when the immune system 
is broken down, the body loses the ability to protect itself from serious and even 
deadly infections and cancers. These are called opportunistic infections and it is these 
that cause death. AIDS is the condition that allows these opportunistic infections to 
take hold (AIDSMEDS, 2007). It can take months or years for an individuals 
immune system to weaken enough for the symptoms of HIV to be seen. The 
development of symptoms is also dependent on the general health of the individual 
(Van Dyk, 2001). Symptoms that are normally associated with AIDS include weight 
loss, acute loss of appetite, fatigue, swollen lymph glands, persistent diarrhoea, 
persistent cough, brown or purple spots on the skin, white spots or coating in the 
mouth and impairment of the nervous system including loss of memory and dementia 
(Cox, 1996). A host of other opportunistic infectious illnesses, such as pulmonary 
tuberculosis or cancers accompany these symptoms (Cox, 1996; Kaplan, Sadock & 
Sadock, 2004; Van Dyk, 2001). When the individual becomes AIDS symptomatic, 
death normally follows within two years from one or more of the opportunistic 
infections (Cox, 1996).  
  No cure for individuals infected with HIV has been found, in spite of over two 
decades of intensive research (Kaplan et al., 2004). Research into a cure is ongoing, 
but due to the nature of the virus and its capacity to mutate, vaccines and treatments 
are difficult to develop (Barnett & Blaikie, 1992; Burger, Weiser, Plummer, Fang, 
Rowland-Jones, Chen, Anzala, Bwayo & Oyugi, 2000). AIDS is therefore seen as a 
terminal illness and the global focus has developed into looking at the prevention of 
the contraction of the virus (Kaplan et al., 2004).  
 
2.3. The Spread, Diagnosis and Treatment of HIV/AIDS 
HIV is transmitted through semen, blood or blood products, vaginal secretions, 
or other bodily fluids containing blood. Common ways that individuals can contract 
HIV is through sexual contact, before birth, during delivery, through breastfeeding, or 
when sharing needles and syringes that are contaminated (Wilson, Naidoo, Bekker, 
Cotton & Maartens, 2002). Individuals can protect themselves from contracting HIV 
in the following ways: abstaining from sex or having one mutual partner, having safe 
sex, ensuring all sexually transmitted infections are treated, knowing their HIV status, 
never sharing needles and ensuring that precautions are taken when handling blood. A 
HIV antibody test is used to ascertain the status of an individual in the form of either 
an ELISA test or a Polymerase Chain Reaction (PCR) test, which are both effective 
and reliable (Soul City, 2004). 
 
 2.4. The Global Setting 
Table 1 
World Estimates of HIV and AIDS at the end of 2006 
Number of people living 
with HIV/AIDS in 2006 
 Estimate Range * 
 Total 39.5 million 34.1 - 47.1 million 
 Adults 37.2 million 32.1 - 44.5 million 
 Women 17.7 million 15.1 - 20.9 million 
 Children <15 2.3 million 1.7 - 3.5 million 
People newly infected 
with HIV in 2006 
 
 
 
 
 
 
 Total 4.3 million 3.6 - 6.6 million 
AIDS deaths in 2006    
 Total 2.9 million 2.5 - 3.5 million 
(Avert, 2007e) 
* The ranges around the estimates in this table define the boundaries within which the actual numbers lie, based on the best 
available information. 
 
It is estimated that at the end of 2006, 39.5 million people were infected with 
HIV/AIDS globally. The number of children who have been orphaned by AIDS and 
are living in Africa, as at the end of 2006, totals 12 million. By December 2006 
women represented 48% of all people living with HIV worldwide and make up 59% 
of all people living with HIV in sub-Saharan Africa. In 2006, people aged between 15 
and 24 years old made up half of all new HIV infections worldwide and more than    6 
000 people in this age group became infected with HIV every day (Avert, 2007e). 
 
 Table 2 
Regional Statistics for HIV/AIDS at the end of 2006 
Region Adults and 
children living 
with 
HIV/AIDS 
Adults and 
children 
newly infected
Adult 
prevalence 
% * 
Deaths of 
adults and 
children 
Sub-Saharan 
Africa 24.7 million 2.8 million 5.9% 2.1 million 
South and 
South-East 
Asia 
7.8 million 860,000 0.6% 590,000 
Oceania 81,000 7,100 0.4% 4,000 
East Asia 750,000 100,000 0.1% 43,000 
Eastern Europe 
and Central 
Asia 
1.7 million 270,000 0.9% 84,000 
Western and 
Central Europe 740,000 22,000 0.3% 12,000 
North Africa 
and Middle 
East 
460,000 68,000 0.2% 36,000 
North America 1.4 million 43,000 0.8% 18,000 
Caribbean 250,000 27,000 1.2% 19,000 
Latin America 1.7 million 140,000 0.5% 65,000 
Global Total 39.5 million 4.3 million 1.0% 2.9 million 
(Avert, 2007e)  
* The proportion of adults (15 to 49 years old) living with HIV/AIDS. 
 
2.5. Sub-Saharan Africa  
AIDS is the leading cause of death in sub-Saharan Africa and almost two 
thirds of the worlds HIV positive population live in sub-Saharan Africa, with this 
region containing just more than 10% of the worlds population (Avert, 2007c).  
HIV transmission in sub-Saharan Africa takes place mainly through 
heterosexual contact and, to a lesser, extent through mother to child transmission. 
Intravenous drug infection and homosexual contact infection have a minimal effect on 
this region. Women are more affected by HIV in sub-Saharan Africa, with a prime 
reason being that transmission from male to female takes place more easily than 
 Life  
expectancy  
at birth  
(years) 
Botswana 
South Africa 
Swaziland 
Zambia 
Zimbabwe 
19701975 
19751980 
19801985
19851990
19901995
19952000
20002005
20052010
70
65
60
55
50
45
40
35
30
25
20
4.1 
female to male transmission. Younger females, aged 15 to 19 years old are six times 
more likely to be infected than males, and this is often attributed to the practice of 
older men having sex with younger girls, as well as the fact that women are less likely 
to determine where, when and if sex takes place (UNAIDS, 1999).   
 
Table 3 
Impact of AIDS on Life Expectancy in Five African Countries, 19702010 
 
 
 
 
 
(UNAIDS, 2006a) 
 
There is a tremendous impact on most parts of African society, especially on 
the household, health, educational, workplace and economic sectors. The life 
expectancy figures above show the significant drop in life expectancy by 2010 for the 
populations of Botswana, South Africa, Swaziland, Zambia and Zimbabwe, which 
will start to diminish due to AIDS deaths (UNAIDS, 2006a).  
 
2.6. HIV/AIDS in South Africa 
2.6.1. Overview 
The first cases of AIDS in South Africa were reported in 1983. Initially those 
affected fell mainly into minority groups, namely prostitutes, gay men and 
intravenous drug users. By 1989 it became clear, when many migrant workers tested 
 HIV positive, that the AIDS epidemic was being mainly transmitted through 
heterosexuals. The apartheid era in South Africa influenced peoples attitudes towards 
AIDS and fuelled racist beliefs. A commonly held belief of black people was that 
white people had spread the disease intentionally and that the encouragement of 
condom use was a racist strategy to control the growth of an African population 
(Walker, Reid & Cornell, 2004).  
 
Table 4 
HIV and AIDS Indicators at mid-2006 in South Africa 
People living with HIV/AIDS Estimate Prevalence 
Total HIV infected 5 372 000 11.2% 
Adults (20  64) 4 880 000 19.2% 
Adult men (20  64) 2 179 000 17.8% 
Adult women (20  64) 2 702 000 20.4% 
Youth (15  24) 1 012 000 10.4% 
Male youth (15  24) 181 000 3.7% 
Female youth (15  24) 831 000 16.9% 
Children (0  14) 294 000 1.9% 
(Dorrington et al., 2006) 
 
South Africa has had to address many challenges during the last 10 years of 
their new democracy and the impact of HIV/AIDS on the country has had a 
significant effect. There are over 5.3 million people infected with HIV, as at the end 
of 2006, which means that over one in every five people in South Africa is HIV 
positive (Avert, 2007d). South Africa is said to be the most developed country in sub-
Saharan Africa and it is suggested that it could be experiencing the fastest growing 
HIV/AIDS epidemic in the world. Currently one sixth of all HIV positive individuals 
in the world live in South Africa (Harris & Van Aardt, 2007) and it is estimated that 
approximately 1 000 people die every day of HIV-related illnesses in South Africa 
(Avert, 2007d). In 2006 in South Africa, 2.7 million women and 294 000 children 
 under the age of 15 had HIV/AIDS. AIDS deaths among adults and children totalled 
1.814 million and 1.019 million children were orphaned due to AIDS (Dorrington et 
al., 2006). 
Women appear to carry a greater risk for infection with on average, in South 
Africa, three women being infected for every two men and three women being 
infected for every one man in the 15 to 24 year old age group. The impact on South 
Africa is anticipated to be significant. HIV/AIDS may well have a significant 
economic impact on the country and political and social instability could increase 
(AIDS Foundation of South Africa, 2006).  Projected population figures indicate a 
decline in annual growth rate and a significant increase in total HIV positive 
individuals and cumulative AIDS deaths from 2006 to 2015 (Dorrington et al., 2006).  
 
Table 5 
Projected Population Number of HIV Positive, AIDS Sick and Cumulative AIDS 
Deaths from 1990 to 2015 
Year Total 
population 
Annual 
growth 
rate 
Total HIV+ Cumulative 
AIDS 
deaths 
Total AIDS 
sick 
1990 36 129 744 2.2% 36 464 351 297 
1995 41 886 566 2.1% 1 342 234 38 567 28 091 
2000 44 871 939 1.5% 3 559 585 302 790 182 823 
2006 47 866 984 0.8% 5 372 476 1 814 457 599 298 
2010 49 147 177 0.6% 5 813 089 3 293 012 701 508 
2015 50 328 900 0.4% 6 027 509 5 351 662 797 003 
(Dorrington et al., 2006) 
 
2.6.2. HIV/AIDS and Affluent South Africans 
Research conducted by Harris and Van Aardt (2007) shows an increase in HIV 
infection amongst the affluent and educated South African population, leading to the 
implication that South Africa could be facing a third epidemic. The first epidemic, 
 was when the initial outbreak occurred, the second epidemic, when poorer 
heterosexuals were infected, and the third epidemic is the infecting of the affluent 
and educated. This third epidemic could have the greatest impact on South Africa as 
it would affect those that have jobs, sustain the economy and those who have the 
ability to invest in the country.    
Harris and Van Aardt (2007) also show that the highest HIV/AIDS prevalence 
estimates are found in lower skilled individuals, but that the highest growth rate in 
HIV prevalence is found amongst skilled and highly skilled individuals. In 2002 an 
estimated 6.2% of professional individuals were HIV positive and by 2005 this had 
increased to 8.3%, an increase of 34%. HIV infection amongst full-time employees 
increased from approximately 14.1% in 2002 to approximately 19.2% by 2005, a 36% 
increase. Reasons suggested for this trend include an increase in high risk sexual 
behaviour and high divorce rates which allow individuals to engage in new sexual 
relationships.  
 
Table 6 
Estimated Percentage Sexually Active People who are HIV-Positive, by Level of 
Education 
 
 
 
 
 
 
 
(Harris & Van Aardt, 2007) 
Level of education 2002 (%) 2005 (%) % increase 
Primary completed 19,3 21,9 13
Some high 19,8 20,4 3
Matric completed 17,2 26,7 53
Technicon 8,0 12,7 61
University 8,3 (2004) 7,4 -12
Professional 6,2 (2004) 8,3 35
Secretarial (2003) 17,1 22,6 32
 Harris and Van Aardt (2007) furthermore found that there has been an increase 
of almost 40% in the number of HIV positive individuals who fall into the upper 
income group. The increased growth rate in HIV prevalence could be attributed to an 
increase in risky sexual behaviour amongst sexually active adults.  
  
Table 7 
Estimated Percentage of Sexually Active Adults who are HIV-Positive, by Socio-
Economic Class 
 2002 (%) 2005 (%) % increase 
Low class (Living 
Standards Measure (LSM) 
1  4) 
20,6 23,4 41,0%
Middle class (LSMs 5  7) 15,6 18,0 15,4%
High class (LSMs 8 - 10) 6,1 8,5 39,3%
(Harris & Van Aardt, 2007) 
 
The figures above indicate that the highest estimated HIV-prevalence rates in 
2002 and 2005 were located in the low socio-economic class, while the highest HIV-
prevalence growth rate was located in the high socio-economic class. 
The research conducted by Harris and Van Aardt (2007) found that 
information and prevention messages were not effective, mostly amongst high risk 
individuals, who would be most in need of information and education. The challenge 
faced by educators is how to translate knowledge into action in order to get young 
people to internalise the risk of HIV infection. 
 
 2.6.3. The Eastern Cape 
The Department of Health (2005) conducted a survey to assess the prevalence 
of HIV and syphilis amongst pregnant women in the public sector attending antenatal 
care clinics. The survey shows that in 2005, KwaZulu-Natal had the highest HIV 
prevalence rate amongst antenatal clinic attendees, with 39.1% of women being HIV 
positive. The Eastern Cape had the sixth highest rate with 29.5% of women being 
HIV positive. HIV prevalence in the less than 20 age group in 2005 was 15.9%. The 
fact that only sexually active women are surveyed means that these results cannot be 
applied to other groups within the population, such as men, youths or the elderly.  
The Eastern Cape, with the incorporation of two former homelands, Ciskei and 
Transkei, has faced significant challenges in post-apartheid South Africa, especially in 
the development of clinic and hospital services. Admittance to primary health care in 
the Eastern Cape is 51%, with the national average being 61%, and over 25% of 
clinics lack basic facilities such as water, telephones, electricity and road accessibility 
(Focus on Health, 2000).   
Factors that can be attributed to the infection rate within the Eastern Cape 
include the use of the province as a labour reserve, with large numbers of migrant 
workers leaving the province to work in other parts of the country, but once infected, 
returning to their homes and being admitted to local hospitals, thereby placing a strain 
on the hospital system. Traditional cultural practices, including the talking about 
sexual practices as taboo, the practice of polygamy, as well as the view that supposes 
that in order to prove manhood, men need to engage in sex with many different 
women, has led to the spread of HIV. Dr Goqwana, Health MEC for the province, 
stressed the need for change in the province and acknowledged the problems 
associated with changing the practices of an older generation (Focus on Health, 2000). 
 Table 8  
HIV/AIDS Prevalence by Province in 2006 
  
Total HIV 
infections 
% 
Prevalence 
Adults    
(20 - 64)  
% 
Prevalence 
Youths 
(15 - 24)  
% 
Prevalence
Eastern Cape 666 822 10.0% 590 805 19.2% 165 526 10.3% 
Free State 387 770 13.9% 354 118 23.1% 72 083  12.4% 
Gauteng 1 407 486 14.5% 1 318 547 21.7% 174 810  11.9% 
Kwa-Zulu Natal 1 540 183 15.7% 1 376 555 28.0% 324 996 15.2% 
Limpopo 396 873 6.9% 347 938 13.7% 101 613 7.2% 
Mpumalanga 446 010 13.4% 400 197 23.5% 89 792 12.4% 
Northern Cape 61 415 6.9% 57 247 11.5% 9 159 5.1% 
North West 480 387 12.7% 439 560 21.5% 85 128  11.2% 
Western Cape 267 289 5.4% 250 796 8.5% 36 300 4.1% 
South Africa 5 372 476 11.2% 4 880 464 19.2% 1 012 167 10.4% 
(Dorrington et al., 2006) 
 
 Dorrington et al. (2006) found that the HIV prevalence amongst 15 to 24 year 
olds in the Eastern Cape is 10.3%, KwaZulu-Natal having the highest rate of 15.2% 
and the Western Cape having the lowest HIV prevalence rate at 4.1%.  
Young individuals between the ages of 15 and 24 are at the same time the 
most endangered age group, globally making up half of all new HIV cases, and they 
also have the biggest chance for turning the tide against AIDS. Experience has shown 
that the few countries that have managed to decrease their national HIV prevalence 
rate have done this through the promotion of safer behavioural choices amongst their 
youth. The future of the HIV/AIDS epidemic will be determined by the actions of the 
youth of today (UNAIDS, 2006b).   
 
2.6.4. HIV/AIDS in Schools 
 A decline in school enrolment in South Africa is one of the most visible areas 
of impact for the epidemic. Fewer children are attending schools and this is attributed 
 to their needing to care for parents or family members, an inability to afford school 
fees, increasing child mortality rates and AIDS-related infertility which leads to 
declining birth rates. In parts of Kwa-Zulu Natal, the number of learners enrolling for 
their first year in primary school decreased by 20% from 1998 to 2001.  Teachers are 
also affected by HIV/AIDS, with many being either ill themselves or taking time off 
to care for ill family members, which leads to a lack of continuity for learners (Avert, 
2007c). The reduction in numbers of children attending school and receiving an 
education could have a significant impact on the country. Basic education is seen as 
one of the most cost-effective and successful ways of preventing HIV. 
 
2.6.5. What is Promoting the Epidemic in South Africa? 
Harris and Van Aardt (2007) suggest the following as factors influencing the 
high HIV-prevalence and AIDS-related death rates. They are: (a) family and social 
disruption due to labour migration and apartheid, (b) insufficient knowledge about 
avoiding HIV/AIDS, fear of social seclusion and the stigma connected with having 
HIV/AIDS, (c) high-risk sexual activities and deliberate denial by those that are 
infected, (d) high poverty levels, (e) high inequality levels along with womens low 
status, combined with many communitys traditional practices, (f) the comparative 
ineffectiveness of HIV/AIDS programmes, along with conflicted messages in the 
media, (g) rape and crime, (h) incest and child abuse,  and (i) poor leadership and 
ambiguity within the South African Government regarding HIV/AIDS issues.  
Walker et al. (2004) state that disease and poverty are widespread in South 
Africa and these are key factors in the rapid spread of HIV. Loss of income due to 
medical and funeral expenses impacts on households. The financial impact of 
HIV/AIDS on a household has been shown to be 30% more than deaths arising from 
 other causes. Professional health services are not freely available and the burden of 
caring for those that are infected rests with the family.  
Gender inequalities have also contributed to the fast spread of HIV/AIDS. 
South Africa has the highest level of rape in the world for a country that is not at war. 
Women are infected through rape and are often unable to access drugs needed to 
prevent HIV infection. The HIV/AIDS epidemic is mainly driven by the interaction of 
gender, sex and power relations. The effects of traditional masculine roles and 
behaviours, including men having power over women, having multiple sexual 
partners, violence between men, use of alcohol and drugs and engaging in forced sex 
make up part of the problem. An understanding of the broader economic and social 
factors interconnected with power and sex is required, rather than an examination of 
individual values and choices (Walker et al., 2004).  
The AIDS Foundation of South Africa (2006) details factors that have 
aggravated the spread of the virus and these include: (a) apartheid and migrant labour 
causing social and family troubles, (b) a high incidence of sexually transmitted 
diseases, (c) low education and high poverty levels that lead to increased risk-taking 
behaviour, (d) a troubled health care system, (e) an insufficient welfare system, (f) a 
good transport infrastructure and high mobility, which leads to the spread of the virus, 
(g) the low status of women, (h) social norms that are shifting to allow higher 
numbers of sexual partners, (i) ideas around the cultural resistance to condom use, (j) 
denial about teenage sexual activity and a lack of clear, unbiased information and, (k) 
denial of homosexuality within the black community. 
There are various myths that exist about HIV/AIDS in South Africa and these 
can also be attributed to the spread of the virus. Common myths in South Africa 
include the belief that having sex with a virgin or young child can cure HIV and that it 
 is possible to tell whether someone has HIV/AIDS just by looking at them. Fear of 
stigmatisation or discrimination also leads individuals to deny or not disclose their 
status, which in turn leads to the HIV/AIDS epidemic remaining largely invisible. 
Condoms are not being used, people are not testing themselves and proper care is not 
being given to those who are HIV positive (Soul City, 2004).   
 
2.7. Conclusion 
 Since the first cases of HIV/AIDS were reported in 1981, the virus has reached 
epidemic proportions, particularly in South Africa, with over 5.3 million people HIV 
positive by mid-2006. Adolescents and young adults are significantly affected by the 
virus, with 10.4% of 15 to 24 year olds HIV positive by mid-2006. The next chapter 
will detail adolescent development, sexual practices and their vulnerabilities.    
 
 
 CHAPTER 3 
Adolescence 
3.1. Adolescence 
Adolescence is defined as being the period between the ages of 10 and 20 
years old where the transformation from child to adult takes place. Cognitive and 
social-emotional changes take place as well as physical changes (Morris & Maisto, 
2002).   
 
3.2. Adolescent Development 
Physical changes include the development of reproductive organs, the 
appearance of secondary sex characteristics and an increase in growth rate.  
 
Table 9 
Typical Physical Changes in Adolescence 
Changes in girls Changes in boys 
Breast development Growth of testes and scrotal sac 
Growth of pubic hair Growth of pubic hair 
Growth of underarm hair Growth of facial and underarm hair 
Body growth Body growth 
Menarche Growth of penis 
Increased output of oil and sweat-
producing glands 
Increased output of oil and sweat-
producing glands 
 Change in voice 
 First ejaculation of semen 
(Craig, 1999) 
 
Cognitive changes include the transition to formal operational thought, which 
according to Piaget (1967) is the final stage of cognitive development. Adolescents in 
this stage understand abstract concepts, speculate about alternatives and reason hypo-
thetically. Adolescents also start to demonstrate the ability to think and plan ahead. A 
 side effect of this type of thinking, called egocentrism of formal operations (Piaget, 
1967), is shown in some adolescents through their being overly confident in their new 
found thinking skills and being too focussed on their own thoughts (Morris & Maisto, 
2002). 
Personality and social changes often mark this period as one of storm and 
stress although many adolescents have no major conflicts and are well adjusted 
(Craig, 1999). Many theorists agree that there are two major developmental tasks that 
need to be addressed in adolescence. The first is that of achieving independence and 
autonomy from their parents and the second is the forming of an identity, which 
signifies the harmonious combining of different elements of the personality to create 
an integrated self.    
Erik Erikson (1968) identified different stages of development. Adolescence is 
marked by Eriksons fifth stage, namely identity versus identity confusion. This stage 
is marked by an exploration of the personal, vocational and social roles and options 
available (Nielsen, 1996). 
James Marcia (1980) further developed Eriksons theory and identified four 
modes of identity formation, namely: foreclosure, diffusion, moratorium and identity 
achievement, with identity achievement being the most desirable outcome. The basis 
of his theory is founded on the individual going through an identity crisis, which is 
described as a decision-making period where a set of choices is made and a 
commitment is made towards those choices. Choices include a plan for a future 
vocation or a system of values. Research has shown that the identity status of an 
adolescent has a profound effect on their self-image, social expectations and reactions 
to stress (Craig, 1999). 
 Peer groups and friends play a very important part in adolescent development 
as a more mature ego and social reasoning develops. Individuation is also achieved 
through interacting with friends and being able to view themselves as separate from 
their friends (Nielsen, 1996). As adolescents become more independent of their 
families, their friendships provide an opportunity to try out new values as well as 
giving emotional support. At the same time that close same-sex friendships are being 
formed, friendships with members of the opposite sex are also formed and dating 
starts. Dating first starts in groups and then develops into more exclusive one on one 
relationships. Research has shown that males view sex as more important than 
intimacy and females view intimacy as more important than sex (Craig, 1999). 
While both female and male adolescents are exposed to peer pressure, 
adolescent boys can frequently confront immense pressure to be come sexually active. 
Adolescent boys, afraid of seeming inexperienced, are less likely to look for 
information regarding how to protect both themselves and their partner (Engender 
Health, 2004). 
 There are many ways that peer pressure can be wielded, which does not 
automatically imply negative behaviour as a consequence. Peer pressure is said to be 
important for adolescents and young adults (Fowler, 2002), and it can, in some 
instances, have a positive effect on sexual behaviour. Awareness of peers engaging in 
safe sexual practices or abstinence can positively influence others to adopt similar 
behaviour.  
 
3.3. Sexual Practices 
Sexual activity normally starts during adolescence. Most adolescents become 
sexually active before their 15th birthday and factors that have led to the 
 encouragement of early sexual activity amongst adolescents include poverty, 
increasing urbanisation and exposure to conflicting messages about sexual behaviour 
and values. Research shows that adolescents who engage in early sexual activity are 
more likely to have sex with more than one partner and with partners that have a high 
likelihood of HIV exposure. They are also less likely to use condoms (UNAIDS, 
2006b).  
There are many factors that can influence adolescent sexual behaviour. The 
age at which they start puberty, the use of drugs and alcohol, the communication 
levels with adults in their family about sex, the friends chosen, the information they 
have available about contraception and sex, their own self-esteem and plans for the 
future can all play a role in their sexual decisions (Nielsen, 1996).  
Coupled with increased sexual activity is the fact that many adolescents 
engage in risk-taking behaviour such as drug use and unprotected sex. Often these 
risks are taken without understanding the consequences or the likelihood of a negative 
outcome. The desire to achieve peer approval often outweighs the need to engage in 
more conservative behaviour. Adolescents take risks more often because they 
underestimate the chance of a negative outcome and they see themselves as 
invulnerable (Craig, 1999).   
 Drug and alcohol abuse have been linked with risky sexual conduct, which can 
lead to adolescents having an impaired ability to make judgements regarding safe 
sexual practices. Research studies show that adolescents are less likely to use 
condoms when intoxicated than when sober. Alcohol and drugs also weaken the 
immune system, which can lead to a greater susceptibility to disease and infection 
(Witmer, 2004).   
 A survey of high school students conducted by Witmer (2004) found that 39% 
of males and 18% of females believed that if a girl is under the influence of drugs or 
alcohol, it is acceptable for the boy to force sex.  
 
3.4. Adolescents and HIV/AIDS in sub-Saharan Africa 
Sub-Saharan Africa contains almost two thirds of all young individuals with 
HIV, this equates to approximately 6.2 million individuals between the ages of 15 and 
24 in sub-Saharan Africa being HIV positive and of these 6.2 million individuals, 
75% are female. Research has shown that girls in this region are starting to have sex at 
an earlier age and that their sexual partners are often older. A number of factors are 
attributed to the high rate of infection; these include a lack of HIV education, services 
and information, the risks many take in order to survive and the dangers that go 
together with adolescent curiosity and experimentation (UNAIDS, 2006b).  
  
3.5. Adolescents and HIV/AIDS in South Africa 
Many surveys and a large number of research studies have been conducted to 
gain information about HIV/AIDS and adolescents in South Africa. Detailed below 
are the two major and most recent surveys completed, as well as additional relevant 
research.  
 
3.5.1. Reproductive Health Research Unit Survey 
A national survey of 15 to 24 year olds was conducted by the Reproductive 
Health Research Unit (2004) in association with loveLife to assess HIV and sexual 
behaviour amongst young South Africans. Eleven thousand nine hundred and four 
 individuals took part in 2003 and the survey reveals that the peak incidence of 
HIV/AIDS in South Africa occurs in the 15 to 24 year old group.  
loveLife is a joint initiative between non-government organisations, 
government organisations and academic institutions whose aim is to reduce HIV, 
sexually transmitted infections and unwanted pregnancies amongst South Africas 
youth. loveLife provide educational programmes and multi-media awareness 
campaigns. They also offer comprehensive sexual health services in public clinics that 
are youth friendly and provide nationwide support and outreach programmes.  
The key findings of the survey show that one out of every ten South Africans 
between the ages of 15 and 24 are HIV positive and that the biggest increase in HIV 
prevalence is in the 19 to 24 year old group, whilst HIV prevalence in the 15 to 18 
year old group is relatively low. Between the ages of 20 and 24 years old, one in four 
women is HIV positive against one in fourteen men, showing that women bear the 
burden of the epidemic. Out of the 10% of those who are HIV positive, 77% are 
women, i.e. 4.8% of males and 15.5% of females are HIV positive in the 15 to 24 year 
old age group.  
Overall, 67% of the group reported having had sexual intercourse, with 89% 
of 20 to 24 year olds being sexually active compared to 48% of 15 to 19 year olds. No 
differences by gender were reported. The mean age for first sex in females is 17 years 
and in males 16.4 years. Of all the women surveyed who are sexually active 49% 
reported that they had at some point been pregnant and 66% of those said that they did 
not want to be pregnant. Of the women who were sexually experienced, 31% said that 
their first sexual experience was not wanted or that their partner had forced them into 
having sex.  
 Of those having had sex in the last 12 months, 33% had used condoms, but 
67% were still not using condoms in any consistent manner and even though 94% of 
those surveyed knew how to prevent contracting HIV, there had been no consequent 
change in sexual behaviour. Of those who tested HIV positive, 62% thought that they 
either had a small chance of contracting HIV or no chance at all. 
 Gender powers do exist in sexual relations and women surveyed had sexual 
partners that were on average 5 years older, which makes it more difficult for women 
to discuss condom use or turn down unwanted sex. The survey showed that African 
youth are most affected by HIV, with 95% of all those affected being from the 
African race. Poor response from white and Indian youth could affect the reliability of 
this statement.  
 Young people are learning about HIV/AIDS at school, with 32% naming 
school, including classmates, teachers and the classroom, as the place where they had 
learned the most.  Most young people (80%) have spoken to someone other than their 
parents about HIV/AIDS, but most surveyed discuss HIV/AIDS with their friends and 
less report discussing it with their sexual partner.  
 Those surveyed reported that 26% knew someone who is HIV positive and 
45% knew someone who had died of AIDS. Of those tested for HIV, 67% of the HIV 
positive and 73% of the HIV negative youth surveyed, thought that they were at no 
risk or that they had only a small chance of contracting the virus.  
 Eighty five percent of those surveyed had seen or heard of loveLife and no 
significant differences were found by age or gender in terms of levels of awareness. 
High levels of awareness across all geographic areas in South Africa were found. The 
highest interactions with loveLife products were through reading S'camtoPRINT and 
the loveFacts booklet. Overall, the majority of young people in South Africa are 
 optimistic about their future and 94% say that they know what they want out of life 
and 92% have goals for the future.  
 
3.5.2. National Household HIV Prevalence and Risk Survey of South African 
Children 
A total of 3 988 children between the ages of 2 to 18 years old took part in this 
survey in 2002. Caregivers of children under the age of 11 years answered the survey 
and those over the age of 11 answered the survey themselves.  
The main findings of the survey are that 5.4% of 2 to 18 year olds are HIV 
positive. Amongst children in the 15 to 18 year old group, 25% had lost at least one 
parent or caregiver and of children aged between 12 and 18 years old, 3% are head of 
the household.    
Three components are identified that increase childrens vulnerability to 
contracting HIV. These are: a) an unsafe environment, b) a lack of protection and care 
of children and, c) a lack of knowledge and communication about HIV/AIDS and sex. 
The survey also reports that children consider educators and schools as the most 
important supplier of information on HIV/AIDS. Therefore, one of the areas that 
information and life skills training about HIV/AIDS should be given in, is schools 
(Brookes, Shisana & Richter, 2004).  
 
3.5.3. Additional Research 
Harris and Van Aardt (2007) estimate that the highest expected HIV 
prevalence rates can be found in the 16 to 19, 20 to 24 and 25 to 29 year old age 
groups. This could be attributed to sexually active individuals who are unmarried and 
 have many different sexual partners, thereby increasing the probability of contracting 
HIV.  
 
Table 10 
Estimated Percentage of Sexually Active People who are HIV-Positive, by Age Group 
 
 
 
 
 
 
 
 
 
(Harris & Van Aardt, 2007) 
 
The greatest estimated increases in HIV prevalence rates from 2002 to 2005 
were for the 16 to19, 30 to 34 and 50 to 54 year old age groups. This could be 
attributed to the increasing pool of HIV positive adults in society engaging in sexual 
relations with other sexually active adults (Harris & Van Aardt, 2007).  
In South Africa more young people are having sex now than ever before and 
there are frequently tremendous age differences between men and women. The 
economic independence of an older man allows him to access and entice girls, who in 
turn face the risk of contracting HIV because of the imbalanced power relationship, 
Age group 
(years) 
2002 (%) 2005 (%) % increase 
16   19 22,7 30,6 35%
20  24  23,2 28,4 23%
25  29  21,8 25,7 18%
30  34 15,2 22,6 49%
35  39  13,6 18,1 33%
40  44  15,5 12,8 -18%
45  49  14,3 14,1 -2%
50  54 5,4 8,1 51%
55  59     12,0 5,7 -53%
 the large sexual networks of many of these men and the threat of violence (Walker et 
al., 2004). 
Walker et al. (2004) cite forced sexual initiation as one of the main factors in 
the consequent sexual practice and development of young people in South Africa and 
coercive sex has become so common that it is seen as normal. Sexual initiation also 
starts at a much younger age and is normally forced. A study conducted in the Eastern 
Cape showed that 22% of respondents said that their age when they first had sex was 
below 11.   
Teenage pregnancy is also a big risk in South Africa with one in three girls 
becoming pregnant before the age of 20. Protective measures are therefore not taken 
to prevent pregnancy or sexually transmitted infections (STIs). Contraceptives such 
as the injectable contraceptive lead to protection from pregnancy but not from STIs. 
Condoms are seen as unnatural and a source of discomfort and embarrassment. 
Condom use is often seen as being mistrustful of a partner and is therefore not 
received positively. Gender differences exist as boys expect sex to be an integral part 
of a relationship and they have a sense of entitled power and control over their 
girlfriends. Most boys feel that love and sex are synonymous and coercion is seen as 
an acceptable element of sexual behaviour. (Walker et al., 2004).  
Research studies about HIV/AIDS education in schools have been conducted 
mainly in previously disadvantaged areas of the NMMM (Alma, 2005, Buhr, 2001, 
Kuret, 2005, Lambert, 2005, Mati, 1996, Naidoo, 1994). The most recent findings 
from research conducted by Kuret (2005) and Alma (2005), indicates a small increase 
in knowledge following a life skills programme, with decreases in knowledge in some 
questions and fluctuations in the effectiveness of the programme between schools.  
Alma (2005) found that 28.1% of the Grade nine learners who participated in the 
 research believed they would get HIV/AIDS in the pre-test and 80.7% believed they 
would get HIV/AIDS in the post-test, indicating that the programme was not as 
successful as expected. Lambert (2005) found that most of the learners positively 
perceived the educators and the teaching methods employed and that all the learners 
perceived the life skills programme to be very pertinent. 
 
3.5.4. The Link between Knowledge and Behaviour Change  
The first line of defence for most young people is knowledge. In sub-Saharan 
Africa, 8% of out-of-school youth and slightly more of in-school youth have had any 
access to preventative education. Data from a survey conducted in twenty high-
prevalence countries showed that although most young people had heard of 
HIV/AIDS, most were unable to name two prevention methods or recognise three 
misconceptions about HIV. Although access to AIDS information alone does not 
guarantee changes in behaviour, education has shown to have an impact, and young 
people who are given the appropriate support and tools, can become powerful change 
agents (UNAIDS, 2006b).  
 
3.6. Conclusion 
Adolescents face many challenges unique to their developmental stage. Risk 
taking behaviour and peer pressure can have a significant effect on adolescents. 
Research has shown a 35% increase in the contraction of the virus between 2002 and 
2005 in the 16 to19 year old age group. Health education and increased knowledge 
has been shown to be the most effective way to reduce the spread of the virus. The 
following chapter will explore psychological theories and HIV/AIDS life skills 
programmes specifically focused on adolescents. 
  
CHAPTER 4 
Psychological Theories and Psycho-Education 
 
4.1. Introduction 
This chapter explores psychological theories with regard to HIV/AIDS 
education programmes, focussing specifically on health psychology and psycho-
education. Life skills programmes and their successes and challenges within the 
school context are discussed.   
 
4.1.1. Health Psychology 
Health psychology is a branch of psychology that is concerned with an 
individuals behaviours and lifestyle and the effect that these have on an individuals 
physical health. Health psychology incorporates psychologys contributions to the 
improvement of health, the treatment and prevention of disease, identification of 
health risk factors, the enhancement of the health care system and the shaping of 
public opinion regarding health (Brannon & Feist, 2000). Health psychology seeks to 
describe and clarify the processes underlying psychological features relating to health 
and disease. It also aims to influence individuals through various types of 
psychological interventions. These interventions involve facilitating appropriate 
behavioural transformation and assisting the individual in coping with challenges they 
are facing (Bennett, 2003).  
 4.1.2. Psycho-Education 
Psycho-education is grounded in health psychology and it is involved in 
preventing illness and developing the full potential of individuals. This entails group 
and individual training that focuses on developing skills and competencies so that 
individuals can live more goal-directed and significant lives (Ivey & Simek-Downing, 
1980). Psycho-education is teaching people psychological knowledge and skills. It is 
also known as life skills teaching (Rooth, 1995).  
 In post-apartheid South Africa it has become essential to develop peoples 
potential. Following the disempowerment of the majority of people during the 
apartheid era, life skills acquisition was neglected, and in post-apartheid South Africa 
focussed attention needs to be placed on bettering the quality of life of those who 
were previously disenfranchised. Life skills are therefore the proficiencies needed for 
a better quality of life and for allowing for more participation in communities (Rooth, 
1995).  
 There are three main assumptions that are made about psycho-education. 
These are: (a) the helper is not seen as a physician, but rather as a teacher, (b) 
individuals issues are not thought of as illnesses or abnormalities, but rather as 
deficiencies in capabilities or skills, and (c) individuals can take charge and give 
direction to their own learning; they need to be active constructors of their own lives. 
Psycho-educators also work on some basic principles. These are: (a) prevention is 
better than cure, (b) rather than eradicate psychopathology, develop human potential, 
and (c) focus on training rather than therapy (Fouche, 1995).  
Heyns (1991) states that psycho-education should focus on the education and 
training of people in life skills, techniques for approaching problem management, as 
well as the proficient and successful development of human capability and potential, 
 rather than primarily focussing on psychopathology as done in traditional 
psychotherapy.   
Fouche (1995) identifies three main goals of psycho-education. The first goal 
of is that of prevention.  Prevention is further split into three levels. Primary 
prevention focuses on preventing problems from happening, secondary prevention 
concentrates on identifying and treating problems as early on as possible and tertiary 
prevention tries to lessen the duration and seriousness of problems that have occurred. 
The second goal of psycho-education is that of development.  Human growth and 
development is facilitated through psycho-education. The third goal of psycho-
education is that of education, training and consultation. All of these are methods used 
to maximize each clients potential.  
  According to Rooth (1995), life skills helping is a people-centred approach 
used in assisting individuals and others to develop self-helping skills. Rooth (1995) 
also states that these life skills are necessary for successful living, learning, enhancing 
the quality of lives and prevention of dysfunctional behaviour. 
When looking specifically at life skills, we need to determine exactly what life 
skills bring to individuals. Rooth (1995) explores different ideas around the benefits 
of having life skills training. The first being that life skills teaches individuals that 
they have personal choices and can take personal responsibility. The second is that 
having relevant life skills helps towards promoting mental wellness. The third being 
that our lives are always in the process of changing and developing and that life skills 
can teach individuals to choose the best possibilities for themselves.  Hopson and 
Scally (1981) state that the larger the variety of life skills that an individual acquires 
and possesses, the larger the variety of choices available to that individual. The 
 addition of any life skill to an individual, especially a young person, is considered to 
potentially make that individual more self-empowered.  
It is important that learners are given the opportunity to identify their own 
concerns and issues rather than have a programme imposed upon them. Experiential 
learning is therefore encouraged as it is participatory and each individual teaches 
something and learns something (Rooth, 1995).  
Kolbs (1984) Experiential Learning Cycle consists of four stages. The first 
stage is the concrete experience, where the learner experiences a concrete activity 
such as a group discussion or role play. The second stage is reflective observation, 
where the learners reflect on their thoughts and feelings surrounding the concrete 
experience. The third stage is the abstract conceptualisation stage, where the learner 
gains insight and draws conclusions about their learning. The fourth stage is the active 
experimentation stage, where the learner starts to experiment with the implementation 
of behavioural change.  
Therefore the three essential competencies to be learned in the prevention of 
HIV/AIDS in adolescents are: a) life skills training that focuses on teaching coping 
skills that prevent risk-taking behaviour, b) allowing learners the opportunity to 
explore their own feelings and attitudes and c) enhancing the quality of life of 
individuals. 
 
4.1.3. Theories on Prevention 
Effective prevention campaigns are formed from scientifically proven theories, 
which provide guidelines regarding the design of prevention campaigns and the 
definition of important terms and concepts (Perloff, 2001).  Programme planners are 
given a framework for the goals of an intervention, which is helpful in improving the 
 programme and explaining characteristics of behaviour when working with a new 
population (Valdiserri, 1989). One of the more challenging tasks for health educators 
is changing group or individual behaviour, as well as maintaining the behaviour once 
it has changed (Bensley & Brookins-Fisher, 2003).  
Even though behaviour is unique to an individual, there are only a limited 
number of variables that govern a given behaviour, and understanding these variables 
can inform the development of an effective behavioural change intervention 
(Fishbein, 2000). Health educators subscribe to a number of theories which consider 
variables that influence behaviour (Bensley & Brookins-Fisher, 2003).  
 
4.1.2. Health Education Theories 
There are four commonly used theories used within the health education field. 
These are the AIDS Risk Reduction Model, the Stages of Change Model, the Health 
Belief Model and Theory of Reasoned Action Model.  
The AIDS Risk Reduction Model focuses on three stages namely, stage one: 
recognition and labelling of ones own behaviour as high risk, stage 2: making a 
commitment to reduce high-risk sexual contacts and increase low-risk activities, and 
stage 3: taking action, which is broken down into seeking information, obtaining 
remedies and enacting solutions (Catania, Kegeles & Coates, 1990).  
The Stages of Change Model suggests five stages within which an individual 
finds themselves when in the change process. These are pre-contemplation, 
contemplation, preparation for action, action and maintenance. The stages are seen as 
a cyclical process through which an individual moves (Prochaska, DiClemente & 
Norcross, 1992).  
 The Health Belief Model focuses on the beliefs and attitudes of the individual 
in order to explain and predict health behaviours. The key variables of the Health 
Belief Model are: perceived threat, perceived benefits, perceived barriers, cues to 
action, other variables and self-efficacy (Rosenstock, Strecher & Becker, 1994). 
 The Theory of Reasoned Action Model is based on the belief that human 
beings are rational and their behaviours that are explored are under volitional control, 
with the theory providing a construct that links individual attitudes, beliefs, behaviour 
and intentions (Fishbein, Middlestadt & Hitchcock, 1994).  
These models all provide valuable information for the development of 
effective and successful HIV/AIDS education programmes, as well as providing a 
framework for educators within which to work.  A review of these programmes and 
their challenges will be discussed below.  
 
4.2. HIV/AIDS Education Programmes 
4.2.1 Overview 
Stears and Clift (1990) assert that education is the primary method of 
prevention for the spread of HIV and AIDS, and this is still relevant in 2007.  
Schools are the primary institutions that are able to reach the greatest majority 
of young people, whilst at the same time having an impact on the community. Many 
reproductive health programmes are therefore targeted at young children with the aim 
of reaching them before they become sexually active, and many adolescents can only 
obtain accurate reproductive health information at school. School teachers also play 
an important role in communities in developing countries, and many serve as role 
models to adolescents. Although programmes do differ within countries, most suggest 
 including information on HIV/AIDS education, life skills education, family life 
education, school-based health services and sex education (The World Bank, 2002).  
The Ministry of Education (2001) states that most children when they enter 
school are HIV negative, and that a number of school leavers are becoming HIV 
positive. From this it can be concluded that HIV/AIDS education needs to be directed 
at adolescents.  
The National Department of Education Policy Act, No 27 of 1996 affirms that   
students and learners should have the opportunity to receive HIV/AIDS education on 
an on-going basis in the format of a life skills programme. These HIV/AIDS 
education programmes and life skills should be integrated into the whole curriculum 
and not just be presented in isolation (Pailman, 2000, annexure, B15). 
A major review that covered 23 studies in the United States, 53 studies in 
Europe, the United States and elsewhere and 37 in other countries including Latin 
America and Asia found that school based HIV/AIDS programmes that adopted a life 
skills approach to health education were effective. If programmes focused on specific 
behavioural goals, with enough support and training for teachers and ensuring age and 
gender appropriate material was used, behaviour change was possible. Lastly, the 
review concluded that impact of the programme would occur slowly and would be 
significant but not large. Data has also confirmed that life skills programmes help 
children and adolescents delay first sex and promote abstinence (The World Bank, 
2002).    
 Many education programmes have been put in place worldwide and numerous 
factors need to be taken account when planning and measuring the effectiveness of 
HIV/AIDS education programmes. These programmes provide valuable information 
 to educators establishing new education programmes, which leads to more refined and 
effective education programmes being developed and implemented.  
 
4.2.2 Life Skills Based Education Programmes 
Some of the life skills based education programmes that have been 
implemented globally include the Health and Family Life Education programme in 
the Caribbean. This programmes aim is to promote behavioural change by giving 
information on sexual health, HIV/AIDS, environmental health and safety, substance 
abuse and nutrition. Students are also taught skills, attitudes, values and knowledge 
and role-play real life situations in class (The World Bank, 2002).  
 Worldwide programmes include India, where the Better Life Options 
Programme focuses on adolescent girls and empowers them through a holistic 
approach using life skills education that includes reproductive health, livelihoods and 
education. Peru found a significant positive effect on knowledge in secondary school 
learners about AIDS and sexuality from their skills based education programme on 
sexuality and HIV/AIDS prevention facilitated by trained teachers. Vietnam 
introduced a skills based HIV/AIDS prevention programme that focused on students 
attitudes, behaviours, knowledge and values in 1997. Improved tolerance, decision-
making skills and knowledge of HIV/AIDS were some of the benefits experience by 
school children (The World Bank, 2002).  
In Africa, Ugandas life skills programme for both secondary and primary 
school implemented in 1994 showed a reported fall of almost 50% in new infections 
in 15 to 19 year olds. In Zimbabwe, the AIDS Action Programme for Schools was 
initiated in 1992 with UNICEF. The programme that targeted primary and secondary 
learners did not yield impressive results. Teachers were unfamiliar with participatory 
 techniques and found it embarrassing to discuss HIV and sex. Zambia, which is one of 
the worst affected countries, implemented the National AIDS Control Programme in 
1992, which was introduced for all school children, teachers and trainee teachers and 
included peer-led education and anti-AIDS clubs. Increased awareness in Zambia of 
HIV/AIDS has led to a decrease from 52% to 35% in 15 to 19 years olds from 1992 to 
1998, in the number of sexual partners and in the proportion of young, unmarried 
women who are sexually active (The World Bank, 2002). In South Africa, the 
governments Curriculum 2005 strategy includes the Life Orientation Learning Area 
programme that aims to directly focus on sexuality and relationships as well as 
improving life skills and general confidence (Campbell, 2003).  
 
4.3. Problems and Solutions to HIV/AIDS Education Programmes 
HIV/AIDS education programmes are provided at many schools but often they 
are found to be inadequate for the following reasons: (a) only biological and medical 
facts are dealt with and not real-life situations that most youth find themselves in, (b) 
limited options are offered in terms of sexual behaviour and often only abstinence is 
offered, regardless of the age of the learners, (c) teachers may not have material or be 
properly trained to handle sensitive issues such as sex and HIV/AIDS and (d) referral 
service information and training on counselling and skills training is not provided 
(Avert, 2007b).  
 Kinsman and Harrison (1999) suggest factors that could lead to the 
problematic implementation of HIV/AIDS education programmes and these include: 
language that the programme is taught in, programme content, unwanted and 
unwelcome discussions on condom use, specifically in African cultures, time 
 constraints, teacher attrition, sexual harassment by male teachers and programme 
homogeneity, which could lead to a failure of all students understanding the content.  
 Effective HIV/AIDS programmes have been shown to focus on life skills with 
the aim of encouraging youth to practise safe sex and delay the age of first sex. Role-
plays and discussions are used to personalise risk and discuss the results of engaging 
in unprotected sex, as well as discussing ways to avoid such outcomes and where to 
go for support and help. Programmes show that life skills used in self-protection from 
HIV/AIDS, could also build self-confidence. Values, norms and peer support should 
be reinforced. It has been shown that it is best to start as early as possible, preferably 
before the onset of sexual activity and that sufficient time needs to be provided for 
interactive teaching methods as well as classroom work (Avert, 2007f). 
 
4.4. Statement of the Problem 
The significant increase of HIV/AIDS globally and in South Africa means that 
education on the causes and prevention of contracting the virus are essential. As there 
is no cure for AIDS, and owing to the fact that AIDS is a communicable disease that 
could be prevented through behavioural change, it follows that education about the 
causes and prevention of the disease becomes important (Kleinke, 1998). The increase 
in educated and affluent South Africans contracting HIV, which could lead to a third 
epidemic, indicates that it is important to target individuals in the middle and upper 
socio-economic groups about HIV/AIDS. The additional increase in adolescents 
contracting the disease means that it has become important to educate them 
specifically about the dangers of HIV/AIDS and to help them to make informed and 
educated choices.  
 The goals of life skills helping programmes are: a) to provide skills and develop 
the self-confidence of individuals in order to help them take responsibility for their 
actions, rather than to avoid responsibility, b) to empower individuals both in the 
present and the future, and c) to develop individuals own self-helping skills so that 
they become active constructors of their lives and their own best helpers (Nelson-
Jones, 1993). 
The National Department of Education Policy Act, No 27 of 1996 states that   
Learners and students should receive HIV/AIDS education in the context of life 
skills education on an ongoing basis. Life skills and HIV/AIDS education should not 
be presented as an isolated learning content, but should be integrated in the whole 
curriculum (Pailman, 2000, annexure, B15). In 1998, the National Departments of 
Health and Education developed a learning programme, which incorporated life skills 
training into the curriculum of secondary schools. The Provincial Coordinating 
Committees and NGOs implemented this programme, which aims to increase 
knowledge, develop preventative skills, promote positive and responsible attitudes 
and behaviours and provide motivational support regarding HIV/AIDS. The 
programme focuses on a holistic approach in dealing with HIV/AIDS and stresses the 
value of participatory methodology and learner-centeredness. By the end of 1998 the 
programme was implemented in most secondary schools in South Africa and a total of 
9 034 teachers and 840 master trainers were trained (Magome, 2002).   
Hartell (2005), following a review of the sexual behaviour of adolescents in 
South Africa, proposes that a general strategy for HIV/AIDS and adolescents in South 
Africa is not feasible, as the norms, cultures, values and traditions of the various 
communities in South Africa are too diverse. He concludes that because of the diverse 
 nature of the South African population, programmes should be developed within the 
values and cultural beliefs of specific groups.  
Previous studies in the Nelson Mandela Metropolitan Municipality (NMMM) 
have focussed predominantly on HIV/AIDS educational programmes presented to 
previously disadvantaged learners and schools, with the present researcher finding no 
research material on the knowledge, attitudes and perceptions of learners in middle to 
upper socio-economic groups. The average age of Grade nine learners is 15 years old 
and research has found that most adolescents start becoming sexually active by the 
age of 15 (UNAIDS, 2006b).  
 
4.5. Conclusion 
 Psychological theories provide a framework within which HIV/AIDS 
education programmes can be developed in order for them to achieve their goals and 
be successful. Education has been shown to be the most effective way to prevent the 
spread of HIV/AIDS, and schools are a primary target area as many learners are not 
yet sexually active. Life skills programmes have been shown to have variable success 
rates but they also present a number of challenges. It is suggested that due to the 
diverse nature of South African communities, programmes should be developed 
within the culture and values of these specific groups. The rise in young South 
Africans contracting the virus, as well as the increase in affluent South Africans 
becoming HIV positive, with no research found regarding this specific group, has led 
to the development of this study. This study looks at the exploration of the 
effectiveness of an HIV/AIDS life skills programme and explores the attitudes and 
perceptions of a group of Grade nine affluent adolescent South Africans in the 
NMMM.  
  
 CHAPTER 5 
Methodology 
 
5.1. Aims 
This study was confined to Grade nine learners, who fall into the middle and 
upper socio-economic group, in two schools in the Nelson Mandela Metropolitan 
Municipality (NMMM). The main aims of the research were: 
1) To explore and describe, by means of pre- and post-test, any changes in Grade 
nine learners knowledge of HIV/AIDS, following a life skills intervention. 
2) To explore and describe the attitudes and perceptions of Grade nine learners with 
regard to HIV/AIDS and life skills education.   
 
5.2 Research Design 
This study was exploratory descriptive in nature using the triangulation 
method, as both quantitative data, collected through pre- and post-test questionnaires, 
and qualitative data, from focus groups, was used. Quantitative research is made up of 
numerical information. Qualitative research focuses on the experiences of the research 
subjects and the relationship between the subjects and the researcher (Berg, 1995).  
An exploratory research approach aims to gain familiarity with a phenomenon. 
The conclusions drawn are tentative and the value of this type of research lies in the 
fact that it provides further research topics within the field of the present research 
(Mullins, 1995). The goal of descriptive research is to carefully map out a set of 
events or a situation. The research objective is to explain what is taking place 
behaviourally, but not to give any causal explanations. The disadvantage of 
descriptive research is that eventually the causes of the behaviour will need to be 
 explained and understood and looking at the antecedents and outcomes of that 
behaviour will be required to better understand the behaviour (Rosnow & Rosenthal, 
1993).  
Exploratory descriptive research is used to collect detailed information on the 
status quo, and to determine differences between variables. It looks at attitudes, 
beliefs and opinions. Advantages of exploratory descriptive research include having 
increased flexibility when looking at complex relationships between variables and that 
it is an effective and efficient way to collect large amounts of data. Disadvantages 
include the inability to determine causal relationships, the decrease of generalisability 
and the researchers inability to manipulate the variables (Schiller, 2000). 
 
5.3 Methodology 
This research study was comprised of two parts. The quantitative aspect included 
a one group pre-test, post-test quasi-experimental study. It was quasi-experimental as 
there was no control group and therefore cannot be viewed as a true experiment. The 
ethical implications of denying learners the right to education and being part of a life 
skills programme meant that a control group could not be used.  
The other factor that made this study quasi-experimental was that the sampling 
method was not randomised. The schools were selected by means of a convenience 
sample. It would be too costly and impractical to use all grades in the entire NMMM 
area to achieve true random sampling.  Advantages of quasi-experimental research are 
that it is practical and feasible. Disadvantages include the necessity to test replication 
and rule out alternative explanations when assessing results (Schiller, 2000). 
Two senior schools in the NMMM area were approached to take part in this study 
in order to assess the effectiveness of the HIV/AIDS life skills programme offered to 
 Grade nine learners. Data was gathered by means of questionnaires, for the 
quantitative component of the study, because they are cost- and time-effective, easy to 
score, have a fixed response and can be administered to a group of individuals at the 
same time. Disadvantages of using questionnaires include time and cost implications 
in designing the questionnaire and the order of the questions, which could lead to bias 
(Schiller, 2000). To meet the requirements for the qualitative component of the study, 
four focus groups, two at each school, were held utilising the semi-structured 
interview technique to obtain qualitative information about the learners experience of 
the programme. Two focus groups were held in each school to ensure data saturation 
was ensured. 
 
5.4. Instrument 
A pre- and post-test questionnaire was used to measure the knowledge of the 
areas that were covered during the life skills programme, specifically, the HIV/AIDS 
component of the life skills programme. The questionnaire was split into two separate 
areas: Section A asked for biographical information and it consisted of six questions 
asking for the childs name, age, gender, residential suburb, school and grade. Section 
B asked questions about HIV/AIDS knowledge and myths with yes, no, dont know 
options (See Appendix A).  
All tests should aim to be reliable, valid, unbiased and have appropriate norms, 
and issues of fairness need to be considered (Foxcroft, 2004). Reliability refers to the 
consistency with which a measure actually assesses what it is supposed to assess. 
Validity refers to what is being measured and how well it is measuring what it should 
be (Foxcroft, Roodt & Abrahams, 2001).  Factors that have been taken into 
consideration to ensure reliability and validity in this study include the fact that the 
 content of the questionnaire was based on the programme being evaluated, as well as 
other sources.  This enabled the researcher to identify the strengths in the programme 
as well as to identify possible gaps. The items in the questionnaire were easily divided 
into specific data categories for analysis purposes and not included on a nice to 
know basis.  
The Nelson Mandela Metropolitan Universitys (NMMU) Department of 
Psychology and the two schools participating in the research developed the 
questionnaire together so that content validity was achieved. The teaching material 
that was used in the targeted schools was supplied to ensure that questions related to 
the material being taught. The questionnaire was developed so that questions were 
understandable to Grade nine learners and that the questionnaire was not too long. 
Factors such as language, culture and age were taken into consideration. Previously 
developed questionnaires used for a similar purpose were used in the construction of 
this questionnaire (Britz, 2005, Buhr, 2001, Diedericks, 2003, Elkonin, 1993, Goliath, 
2001, Kuret, 2005, Mati, 1996, Naidoo, 1994). The questionnaire was developed in 
English. Both the life skills educators in the schools and a statistician, with expertise 
in item analysis, were consulted in the design process.  
The questionnaire was piloted to a group of 10 Grade nine learners with a 
similar age and socio-economic status to ensure validity; i.e. that the questionnaire 
measured what it should be measuring. Any unclear wording and confusing or 
ambiguous questions were changed to ensure clarity and measurability.  
Participants were individually linked through the pre- and post-test stages by 
making use of simple numbering.  Each school was awarded a questionnaire number-
range which was used throughout the pre- and post-test, linking individuals with a 
 specific number assigned to them in the pre-test.  This was also a way of further 
maintaining confidentiality as no names were used except when awarding a number.  
For the qualitative component, semi-structured interviews were conducted by 
the researcher and first year Masters Psychology students in order to obtain in-depth 
information about the attitudes and perceptions towards HIV/AIDS and the life skills 
programme. The interviews were tape-recorded. An advantage of semi-structured 
interviews is that the researcher is able to tap into non-observable areas of data, such 
as thoughts, intentions and feelings (Patton, 1990). Other advantages of semi-
structured interviews are that both personally and socially sensitive topics can be 
discussed more openly and that the researcher can gain an inside view of the topic 
being discussed. A disadvantage of a semi-structured interview is that the 
interpretation of the data can be challenging and that it is time-consuming (De Vos, 
1998).  
Two focus groups were held in each school after the post-test questionnaires 
were completed to obtain in-depth information about the attitudes and perceptions of 
HIV/AIDS, as well as the perceptions of learners experiences of the HIV/AIDS 
programme. Focus groups were chosen for this study, because the goal of self-
contained focus groups is to explore participants opinions and attitudes on the topic 
being researched. The advantages of conducting focus groups are that they are an easy 
and quick way to obtain as many ideas from one group with 8 to 10 participants as 
one would with eight to ten individual interviews. Concentrated amounts of data can 
also be collected about the research topic (Morgan, 1997). The disadvantages of focus 
groups could be that they are not in a natural setting, that the behaviour of the group 
might not reflect an individuals behaviour and that the researcher has less control 
over the data that is generated by the group (Morgan, 1997).  
 The focus groups concentrated on the following areas: attitudes and 
perceptions about HIV/AIDS, perceptions about the programme and the content of the 
programme, suggestions for improvements to the programme, and perceptions around 
being part of a research project (Appendix B). At the start of each focus group, the 
researcher briefed the learners about the purpose of the group and asked for 
permission to record the group.  
 
5.5. Sampling 
The schools and sample groups selected were done through a non-probability, 
convenience sampling method. Non-probability sampling uses sampling procedures 
other than random procedures. Convenience sampling means that the sample is 
selected because it is easily available. Convenience sampling is the most commonly 
used form of sampling, but care should be taken when attempting to generalise the 
results beyond the population pool as there is no way to assess all of the biases that 
may be in operation (Mertens, 1998). The results of this study will only be pertinent to 
the sample and cannot be generalised.  
For this study, two English-medium senior schools in the NMMM area were 
selected, on the basis of the majority of the learners falling into the middle to upper 
income socio-economic group. Two hundred and eleven Grade nine learners 
participated in the study. A class list from each of the schools was requested to assist 
with sample selection.  The researcher then randomly selected 150 Grade nine 
learners from each school through simple random sampling. Simple random sampling 
ensures that each individual in the population has an independent and equally good 
chance of being selected for the sample group. The advantage of this process is that it 
is simple to perform. Some disadvantages of this method are that a complete list of the 
 population may not be available and provided or that sub-populations that might be of 
interest are not recognised or represented (Mertens, 1998). The questionnaires were 
coded so that the learners pre- and post-test results were accurately linked and 
reported on.  
Participants were not included in the study if they did not fall into the middle 
to upper socio-economic group. The socio-economic grouping of the learner was 
determined by requesting parents, when completing the consent form, to indicate on 
the form their household income through income brackets listed. Learners who live in 
a home where the household income is R8 000 or more per month were included in 
this study. Information from Research Surveys suggests this income range as being 
indicative of middle to upper socio-economic household income (Peter Wilson, 
personal communication, February 25, 2006).  
Participants for the focus groups were selected through simple random 
sampling. Four groups of Grade nine learners from each school, who met the criteria 
for the quantitative component of the study, were selected for the qualitative 
component of the study.  
 
5.6. Procedure 
The Department of Education was approached and permission was obtained to 
conduct the research (Appendix C). The Principal and School Counsellor of the 
schools were approached, the research study was explained and permission was 
obtained to undertake the study (Appendix D).  
 The two schools taking part in the programme provided Grade nine class lists, 
from which a random sample of learners was drawn. The selected learners completed 
the questionnaires. All information remained confidential and learners anonymity 
 was protected through the coding of each questionnaire with a unique number. This 
unique number was used to match up the pre-test questionnaires with the post-test 
questionnaires.  
 Before completing the questionnaires, consent forms from both 
parents/guardian and the learner were collected (Appendix E and F). English speaking 
fourth year B.Psych. (Registered Counsellor) students from the Psychology 
Department at the NMMU conducted the fieldwork under the training and guidance of 
the researcher.  This ensured that they were able to effectively and accurately conduct 
the fieldwork. Fieldworkers worked in pairs and their responsibilities included: a) 
eliciting accurate responses from the learners participating in the study, and b) 
answering questions that either the learners or teaching staff may have had.  
 Appointments were made with the school counsellor at each school prior to 
the testing date and a suitable testing environment was selected. Fieldworkers 
explained the purpose of the research and what was required of the learners 
(Appendix I). Confidentiality and anonymity was assured to all test takers. The pre-
test took place in July 2006 and the post-test in August 2006.  
After the HIV/AIDS programme was presented to the learners and the post-
test questionnaires were completed, two focus groups were held at each school to 
explore the attitudes and perceptions of HIV/AIDS and the perceptions of the 
programme with the learners. Before participating in the focus groups, consent forms 
from both parents/guardian and the learner were collected (Appendix G and H).The 
focus groups were held in September 2006.  
  
5.7. Data Analysis 
For the questionnaires, quantitative descriptive statistics were used to analyse 
the data collected. A profile of the sample was obtained by using means and standard 
deviations. The chi-square test was used to examine the significant differences 
between the pre-test and post-test results. The data analysis was done by the NMMU 
Mathematical Statistics Department.   
Teschs model of content analysis was used for the qualitative component of 
the research study and a thematic content analysis of the data collected from each 
focus group was conducted. Eight steps that were considered in data analysis as 
suggested by Tesch include: 1) the researcher obtaining a sense of the whole by 
thoroughly reading through all the transcripts, ideas that were identified were written 
down, 2) the researcher selecting an interview and establishing what the main theme 
was as well as exploring the underlying meanings, 3) a list of topics being made up 
and similar topics being clustered together, 4) the researcher returning to the data with 
the list and organising the data according to the list to establish if new codes or 
categories emerged, 5) the most descriptive words of the topics were found and turned 
into categories, 6) final decisions were made on the abbreviation of the categories and 
these were alphabetised, 7) data belonging to each category was assembled and 
preliminary analysis took place, 8) the existing data was recoded, as required (De 
Vos, 1998).   
Data analysis occurred until saturation was achieved. Transcriptions of the 
focus groups was coded and analysed for each group. A specific coding unit was then 
used for general as well as sub-themes that emerged (De Vos, 1998). Gubas model of 
trustworthiness was used to ascertain the trustworthiness of the findings as well as 
 accounting for researcher subjectivity and bias. Four aspects of this model include: 
neutrality, consistency, applicability and truth value (Krefting, 1991).  
 
5.8 Ethical Considerations 
The proposal for this research study was presented to the NMMU Research 
Ethics Committee (Human). All learners who were selected for the research study had 
a signed consent form from a parent or legal guardian as well as completing and 
signing consent forms for themselves (Appendix D).  
 To achieve fair and ethical testing the research team familiarised themselves 
with professional and ethical standards of good assessment practice, were trained in 
the measure that was used, had suitable contextual knowledge, ensured that the 
fieldworkers and researcher had good interpersonal skills and possessed written and 
oral communication skills in the language of the test takers (Foxcroft et al., 2001).  
 Fieldworkers and the researcher explained to test takers why the research was 
being done and what the information was used for, as well as providing information 
regarding their rights as research participants. Consent forms were obtained from 
either their parent or legal guardian and themselves, as all of the learners tested were 
under the age of 18.  
Confidentiality was explained and ensured by the research team. Test takers 
were tested in a language familiar to them and all steps were taken to ensure accurate 
scoring and capturing of the data (Foxcroft et al., 2001).  
Feedback was given to the schools who participated in the research study 
regarding the results of the research. Recommendations were made to the schools on 
how the life skills programmes could be developed and enhanced based on the 
learners results from the qualitative findings and the feedback in the focus groups.  
 5.9. Conclusion 
 The research methods applicable to this study have been outlined above, and  
no hypothesis was formulated for this study. The results of the study are detailed in 
the following chapter.  
 CHAPTER 6 
Results and Discussion 
 
6.1. Introduction 
This study was confined to Grade nine learners, who fall into the middle and 
upper socio-economic group, in two schools in the NMMM. The main aims of the 
research were: 1) to explore and describe, by means of pre- and post-test, any changes 
in Grade nine learners knowledge of HIV/AIDS, following a life skills intervention 
and 2) to explore and describe the attitudes and perceptions of Grade nine learners 
with regard to HIV/AIDS and life skills education. The total sample size for the 
qualitative aspect of this study was 211 (N = 211). These results will be discussed 
below. The qualitative findings results will follow the quantitative statistics results.  
 
6.2. Quantitative Research Results 
6.2.1. Section A: Demographical Information 
 
6.2.2. Age 
Table 11 
Age Distribution of Participants (N = 211) 
Age Frequency Percentage 
13 3 1.4% 
14 87 41.2% 
15 117 55.5% 
16 4 1.9% 
 
 Table 11 indicates that average age of the participants was 14.5 years, with the 
youngest learner being 13 and the oldest learner being 16. The largest representation 
(55.5%) is learners aged 15 years old, which is consistent with averages for South 
African school learners.    
 
6.2.3. Gender 
 
Table 12 
Gender Distribution of Participants (N = 211) 
Gender Frequency Percentage 
Male 130 61.6% 
Female 81 38.4% 
 
Table 12 shows that are more males than females in the study, but the gender 
distribution for this study was relatively evenly spread.  
 
6.2.4. School Distribution 
 
Table 13 
School Distribution of Participants (N = 211) 
School Frequency Percentage 
1 130 61.6% 
2 81 38.4% 
 
 Table 13 shows the number of learners per school that completed both the pre- 
and post-test with 130 (61.6%) learners at school 1 and 81 (38.4%) learners at school 
2.  
 
6.3. Section B: Knowledge of HIV/AIDS 
6.3.1. Overall Results for Closed Questions 
Table 14 shows the overall results for the pre- and post-test questionnaires, 
indicating the number and percentage of correct and incorrect answers for each 
question. Table 15 shows whether there was a change in knowledge from the pre- to 
the post-test and Table 16 indicates the chi-squared results which indicates if there 
was a statistically significant increase or decrease between the pre- and post-test 
results. The results for the individual questions will be discussed below and reference 
will be made to all tables.  
 
 Table 14 
Section B: Overall Results 
 
              Pre-Test                Post-Test  
Question 
Number Correct % Incorrect %  TOTAL 
Question 
Number Correct % Incorrect %   TOTAL 
1 196 92.9% 15 7.1% 211 1 206 97.6% 5 2.4% 211 
2 204 96.7% 7 3.3% 211 2 208 98.6% 3 1.4% 211 
3 168 79.6% 43 20.4% 211 3 191 90.5% 20 9.5% 211 
4 198 93.8% 13 6.2% 211 4 203 96.2% 8 3.8% 211 
5 200 94.8% 11 5.2% 211 5 208 98.6% 3 1.4% 211 
6a 187 88.6% 24 11.4% 211 6a 199 94.3% 12 5.7% 211 
6b 210 99.5% 1 0.5% 211 6b 211 100.0% 0 0.0% 211 
6c 131 62.1% 80 37.9% 211 6c 191 90.5% 20 9.5% 211 
6d 200 94.8% 11 5.2% 211 6d 210 99.5% 1 0.5% 211 
6e 168 79.6% 43 20.4% 211 6e 166 78.7% 45 21.3% 211 
6f 210 99.5% 1 0.5% 211 6f 210 99.5% 1 0.5% 211 
6g 206 97.6% 5 2.4% 211 6g 210 99.5% 1 0.5% 211 
6h 176 82.5% 37 17.5% 211 6h 198 93.8% 13 6.2% 211 
6i 148 70.1% 63 29.9% 211 6i 161 76.3% 50 23.7% 211 
6j 147 69.7% 64 30.3% 211 6j 188 89.1% 23 10.9% 211 
6k 194 91.9% 17 8.1% 211 6k 208 98.6% 3 1.4% 211 
6l 211 100.0% 0 0.0% 211 6l 209 99.1% 2 0.9% 211 
6m 207 98.1% 4 1.9% 211 6m 210 99.5% 1 0.5% 211 
6n 211 100.0% 0 0.0% 211 6n 211 100.0% 0 0.0% 211 
7 189 89.6% 22 10.4% 211 7 208 98.6% 3 1.4% 211 
8 150 71.1% 61 28.9% 211 8 170 80.6% 41 19.4% 211 
9 209 99.1% 2 0.9% 211 9 210 99.5% 1 0.5% 211 
10 209 99.1% 2 0.9% 211 10 207 98.1% 4 1.9% 211 
11 205 97.2% 6 2.8% 211 11 208 98.6% 3 1.4% 211 
12 211 100.0% 0 0.0% 211 12 211 100.0% 0 0.0% 211 
13 210 99.5% 1 0.5% 211 13 211 100.0% 0 0.0% 211 
14 148 70.1% 63 29.9% 211 14 135 64.0% 76 36.0% 211 
15 208 98.6% 3 1.4% 211 15 206 97.6% 5 2.4% 211 
16 209 99.1% 2 0.9% 211 16 210 99.5% 1 0.5% 211 
17 207 98.1% 4 1.9% 211 17 209 99.1% 2 0.9% 211 
 
 
 Table 15 
Section B: Overall Comparisons Indicating an Increase or Decrease in Knowledge 
Question 
Number 
Correct 
between pre-
and post test % 
Corrected 
between pre- 
and post-test % 
Incorrect from
pre- to post-
test % 
Correct but 
changed in post-
test to  incorrect % 
1 195 92.4% 11 5.2% 4 1.9% 1 0.5% 
2 202 95.7% 6 2.8% 1 0.5% 2 0.9% 
3 160 75.8% 31 14.7% 12 5.7% 8 3.8% 
4 194 91.9% 9 4.3% 4 1.9% 4 1.9% 
5 198 93.8% 10 4.7% 1 0.5% 2 0.9% 
6a 184 87.2% 15 7.1% 9 4.3% 3 1.4% 
6b 210 99.5% 1 0.5% 0 0.0% 0 0.0% 
6c 127 60.2% 64 30.3% 13 6.2% 7 3.3% 
6d 199 94.3% 11 5.2% 0 0.0% 1 0.5% 
6e 145 68.7% 21 10.0% 27 12.8% 18 8.5% 
6f 209 99.1% 1 0.5% 0 0.0% 0 0.0% 
6g 205 97.2% 5 2.4% 0 0.0% 1 0.5% 
6h 170 80.6% 28 13.3% 7 3.3% 6 2.8% 
6i 132 62.6% 29 13.7% 32 15.2% 18 8.5% 
6j 142 67.3% 46 21.8% 18 8.5% 5 2.4% 
6k 194 91.9% 14 6.6% 3 1.4% 0 0.0% 
6l 209 99.1% 0 0.0% 0 0.0% 2 0.9% 
6m 207 98.1% 3 1.4% 1 0.5% 0 0.0% 
6n 211 100.0% 0 0.0% 0 0.0% 0 0.0% 
7 189 89.6% 19 9.0% 3 1.4% 0 0.0% 
8 136 64.5% 34 16.1% 24 11.4% 17 8.1% 
9 208 98.6% 2 0.9% 0 0.0% 1 0.5% 
10 205 97.2% 2 0.9% 0 0.0% 4 1.9% 
11 204 96.7% 4 1.9% 2 0.9% 1 0.5% 
12 211 100.0% 0 0.0% 0 0.0% 0 0.0% 
13 210 99.5% 1 0.5% 0 0.0% 0 0.0% 
14 122 57.8% 13 6.2% 41 19.4% 35 16.6% 
15 204 96.7% 2 0.9% 1 0.5% 4 1.9% 
16 208 98.6% 2 0.9% 0 0.0% 1 0.5% 
17 206 97.6% 3 1.4% 1 0.5% 1 0.5% 
 Table 16 
Section B: Chi Squared Results 
Pre-test 
vs. 
Post-
test Chi-square 
Degrees of 
Freedom P-Value 
Statistically 
Significant 
Increase 
Statistically 
Significant 
Decrease 
1 41.2051 df=1 p=.00000 yes   
2 8.54824 df=1 p=.003459 yes   
3 21.3754 df=1 p=.00004 yes   
4 27.6408 df=1 p=.00000 yes   
5 4.86985 df=1 p=.00645 yes   
6a 51.0959 df=1 p=.00000 yes   
6b 
Post-test all correct 
therefore Chi-squared 
test cannot be 
performed  - -     
6c 16.6243 df=1 p=.000046 yes   
6d 0.55262 df=1 p=.00000 yes   
6e 28.6524 df=1 p=.00000   yes 
6f 0.004785 df=1 p=.944854 no   
6g 0.024387 df=1 p=.875903 no   
6h 25.6021 df=1 p=.00000 yes   
6i 45.5198 df=1 p=.00000 yes   
6j 28.062 df=1 p=.00000 yes   
6k 37.0898 df=1 p=.00000 yes   
6l 
Pre-test all correct 
therefore Chi-squared 
test cannot be 
performed - -     
6m 51.9964 df=1 p=0.00000 yes   
6n 
Pre- and post-test all 
correct therefore Chi-
squared test cannot be 
performed - -     
7 26.1444 df=1 p=.00000 yes   
8 33.7942 df=1 p=.00000 yes   
9 0.09615 df=1 p=.921888 no   
10 0.039017 df=1 p=.843415   no 
11 44.8699 df=1 p=.00000 yes   
12 Pre- and post-test all 
correct therefore Chi-
squared test cannot be 
performed - -     
13 
Post-test all correct 
therefore Chi-squared 
test cannot be 
performed - -     
14 73.2284 df=1 p=.00000   yes 
15 12.6117 df=1 p=.000384   yes 
16 0.009615 df=1 p=.921888 no   
17 25.1228 df=1 p=.000001 yes   
18 113.96 df=4 p=.00000 yes   
 Each question will be discussed below showing both the differences between 
the pre- and post-test results as well as the improvement, no change, decrease or 
change from correct to incorrect in knowledge regarding HIV/AIDS following the life 
skills programme, thereby determining the relative success or failure of the 
programme. The chi-squared results and whether there was a statistical increase or 
decrease in knowledge will also be noted.  
 
Question 1 
Is AIDS the same as HIV? 
 In this question, 196 (92.9%) of the respondents answered the question 
correctly with 15 (7.1%) answering the question incorrectly in the pre-test and 206 
(97.6%) of the respondents answered the question correctly with 5 (2.4%) answering 
the question incorrectly in the post-test. In terms of an increase or decrease in 
knowledge between the pre- and post-test, there was no change for 195 (92.4%) 
respondents, an improvement for 11 (5.2%) respondents, no improvement for 4 
(1.9%) respondents and a change from correct to incorrect for 1 (0.5%) respondent.  
The results indicate a statistically significant increase in knowledge between the pre- 
and post-test. 
 It would be expected that the majority of learners would answer this question 
correctly as most national educational campaigns and media reports clearly state that 
HIV and AIDS are not the same. The debate and subsequent media attention around 
whether HIV causes AIDS could also lead to the understanding that they are not the 
same. Lastly, the fact that there were two different words detailed, namely HIV and 
AIDS, could lead the learner to deduce that the two must be different.  
 
 Question 2 
Is there a cure for AIDS? 
 In this question, 204 (96.7%) of the respondents answered the question  
correctly with 7 (3.3%) answering the question incorrectly in the pre-test and 208 
(98.6%) of the respondents answered the question correctly with 3 (1.4%) answering 
the question incorrectly in the post-test. In terms of an increase or decrease in 
knowledge between the pre- and post-test, there was no change for 202 (95.7%) 
respondents, an improvement for 6 (2.8%) respondents, no improvement for 1 (0.5%) 
respondent and a change from correct to incorrect for 2 (0.9%) respondents. The 
results indicate a statistically significant increase in knowledge between the pre- and 
post-test. 
   Most learners knew that there is no cure for AIDS. The fact that many learners 
knew that there is no cure for AIDS is positive, as the need to protect themselves from 
a fatal disease seems to be fully internalised and this could in turn lead to a reduction 
in risk taking behaviours through understanding the long-term consequences.  
  
Question 3 
Is there a cure for HIV? 
 In this question, 168 (79.6%) of the respondents answered the question 
correctly with 43 (20.4%) answering the question incorrectly in the pre-test and 191 
(90.5%) of the respondents answered the question correctly with 20 (9.5%) answering 
the question incorrectly in the post-test. In terms of an increase or decrease in 
knowledge between the pre- and post-test, there was no change for 160 (75.8%) 
respondents, an improvement for 31 (14.7%) respondents, no improvement for 12 
(5.7%) respondents and a change from correct to incorrect for 8 (3.8%) respondents. 
 The results indicate a statistically significant increase in knowledge between the pre- 
and post-test.  
 A high number of learners (79.6%) in the pre-test believed that there is a cure 
for HIV. It is interesting to note that more learners believe there is a cure for HIV than 
for AIDS. The distinction between HIV and AIDS does not seem to be clear in their 
minds even though in question 1 most students said that HIV and AIDS are not the 
same. There was an improvement in this question post-test with some learners (9.5%) 
still believing that there is a cure for HIV, which could lead them to engage in risk 
taking behaviour.  
Another factor that could influence the answer to question 3 is that many 
learners would have gained familiarity through the media, parents, friends and school 
regarding AIDS related deaths which leads to the understanding that AIDS is equated 
to death, whereas HIV is not. This could lead to misconceptions about the terminal 
nature of the HI virus.  
 
Question 4 
Do you think that if a person uses a condom during sex, his/her chances of getting 
HIV will be less? 
 In this question, 199 (93.8%) of the respondents answered the question 
correctly with 13 (6.2%) answering the question incorrectly in the pre-test and 203 
(96.2%) of the respondents answered the question correctly with 8 (3.8%) answering 
the question incorrectly in the post-test. In terms of an increase or decrease in 
knowledge between the pre- and post-test, there was no change for 194 (91.9%) 
respondents, an improvement for 9 (4.3%) respondents, no improvement for 4 (1.9%) 
respondents and a change from correct to incorrect for 4 (1.9%) respondents. The 
 results indicate a statistically significant increase in knowledge between the pre- and 
post-test.   
 Most learners (93.8%) answered this question correctly in the pre-test, and in 
the post-test there was an increase in knowledge with 96.2% of learners answering the 
question correctly, indicating an understanding of the importance of using a condom 
when having sexual intercourse.  
 
Question 5 
Is it possible to see if someone is HIV positive or HIV negative just by looking at the 
person? 
 In this question, 200 (94.8%) of the respondents answered the question 
correctly with 11 (5.2%) answering the question incorrectly in the pre-test and 208 
(98.6%) of the respondents answered the question correctly with 3 (1.4%) answering 
the question incorrectly in the post-test. In terms of an increase or decrease in 
knowledge between the pre- and post-test, there was no change for 198 (93.8%) 
respondents, an improvement for 10 (4.7%) respondents, no improvement for 1 
(0.5%) respondent and a change from correct to incorrect for 2 (0.9%) respondents. 
The results indicate a statistically significant increase in knowledge between the pre- 
and post-test. 
   Most learners answered this question correctly and there seems to be an 
understanding that HIV status cannot be determined purely by the appearance of an 
individual. Research does indicate that many individuals still believe that an 
individuals HIV status can be determined just by looking at them and this is one of 
many myths that needs to be addressed in educational environments (Soul City, 
2004).   
 Question 6 
Read the following and show if you think that people can get HIV/AIDS through the 
following: 
a. From a man having unprotected (no condom) sex with another man when one of 
them is HIV positive 
In this question, 187 (88.6%) of the respondents answered the question correctly 
with 24 (11.4%) answering the question incorrectly in the pre-test and 199 (94.3%) of 
the respondents answered the question correctly with 12 (5.7%) answering the 
question incorrectly in the post-test. In terms of an increase or decrease in knowledge 
between the pre- and post-test, there was no change for 184 (87.2%) respondents, an 
improvement for 15 (7.1%) respondents, no improvement for 9 (4.3%) respondents 
and a change from correct to incorrect for 3 (1.4%) respondents. The results indicate a 
statistically significant increase in knowledge between the pre- and post-test.     
Most learners (88.6%) answered this question correctly in the pre-test, with an 
increase in knowledge between the pre- and post-test. Homosexuality is pervasive in 
South Africa, especially in prisons and labour compounds, and there is a high level of 
secrecy about homosexual practices (Walker et al., 2004). A lack of discussion and 
understanding about homosexuality could have lead to some learners not being aware 
of one of the ways in which HIV can be transmitted.  
 
b. When a man and woman have unprotected (no condom) sex when one of them is  
HIV positive 
 In this question, 210 (99.5%) of the respondents answered the question 
correctly with 1 (0.5%) answering the question incorrectly in the pre-test and 211 
(100.0%) of the respondents answered the question correctly with 0 (0.0%) answering 
 the question incorrectly in the post-test. In terms of an increase or decrease in 
knowledge between the pre- and post-test, there was no change for 210 (99.5%) 
respondents, an improvement for 1 (0.5%) respondent, no improvement for 0 (0.0%) 
respondents and a change from correct to incorrect for 0 (0.0%) respondents. Due to 
all the post-test results being correct, the chi-squared test could not be performed. 
 It is interesting to note that this question in the pre-test scores a much higher 
correct response rate (99.5%) than question 6a (88.6%), although both questions are 
essentially about using condoms to protect an individual from contracting HIV/AIDS.  
The use of condoms as a protection against contracting HIV/AIDS does not 
seem to be fully understood. Brookes et al. (2004) established through The National 
Household HIV Prevalence and Risk Survey of South African Children that two thirds 
of children aged 2 to 18 years old knew that condoms protected a person from 
contracting HIV/AIDS. The Reproductive Health Research Unit (2004) survey of 15 
to 24 year olds found that 94% of those surveyed knew how to protect themselves 
from contracting HIV/AIDS and condom use was identified as the main way that 
transmission could be prevented. It seems that there is a distinction made between 
heterosexual and homosexual sex by the learners and the ability to protect an 
individual from contracting the virus.  
 
c. Through unprotected oral sex with an HIV positive person 
 In this question, 131 (62.1%) of the respondents answered the question 
correctly with 80 (37.9%) answering the question incorrectly in the pre-test and 191 
(90.5%) of the respondents answered the question correctly with 20 (9.5%) answering 
the question incorrectly in the post-test. In terms of an increase or decrease in 
knowledge between the pre- and post-test, there was no change for 127 (60.2%) 
 respondents, an improvement for 64 (30.3%) respondents, no improvement for 13 
(6.2%) respondents and a change from correct to incorrect for 7 (3.3%) respondents. 
The results indicate a statistically significant increase in knowledge between the pre- 
and post-test.      
 The very low correct response rate (62.1%) in the pre-test to this question 
could be attributed the fact that many learners did not understand what oral sex 
means. The fact that the overall results for the pre- and post-test changed; with a 
higher (90.5%) number of learners getting the answer correct in the post-test indicates 
that the subject of oral sex was more than likely raised in the education programme.  
 
d. Through kissing another person with a closed mouth who is HIV positive 
 In this question, 200 (94.8%) of the respondents answered the question 
correctly with 11 (5.2%) answering the question incorrectly in the pre-test and 210 
(99.5%) of the respondents answered the question correctly with 1 (0.5%) answering 
the question incorrectly in the post-test. In terms of an increase or decrease in 
knowledge between the pre- and post-test, there was no change for 199 (94.3%) 
respondents, an improvement for 11 (5.2%) respondents, no improvement for 0 
(0.0%) respondents and a change from correct to incorrect for 1 (0.5%) respondent. 
The results indicate a statistically significant increase in knowledge between the pre- 
and post-test.   
 The majority of learners answered this question correctly. There is an 
understanding that HIV cannot be transmitted in this manner.  
 
 
 
 e. By open mouth kissing someone who is HIV positive (if spit is exchanged) 
 In this question, 168 (79.6%) of the respondents answered the question 
correctly with 43 (20.4%) answering the question incorrectly in the pre-test and 166 
(78.7%) of the respondents answered the question correctly with 45 (21.3%) 
answering the question incorrectly in the post-test. In terms of an increase or decrease 
in knowledge between the pre- and post-test, there was no change for 145 (68.7%) 
respondents, an improvement for 21 (10.0%) respondents, no improvement for 27 
(12.8%) respondents and a change from correct to incorrect for 18 (8.5%) 
respondents. The results indicate a statistically significant decrease in knowledge 
between the pre- and post-test. 
   Fewer learners answered this question correctly than the previous question 
regarding closed mouth kissing. The understanding about the transmission of 
HIV/AIDS through saliva seems to be a confusing subject for learners. The decrease 
in a correct response rate for the post-test could be attributed to the fact that there was 
greater confusion following the education programme and that this issue was not 
adequately covered in the programme.  
 
f. From blood transfusions (getting someone elses blood) with an HIV positive  
person 
 In this question, 210 (99.5%) of the respondents answered the question 
correctly with 1 (0.5%) answering the question incorrectly in the pre-test and 210 
(99.5%) of the respondents answered the question correctly with 1 (0.5%) answering 
the question incorrectly in the post-test. In terms of an increase or decrease in 
knowledge between the pre- and post-test, there was no change for 209 (99.1%) 
respondents, an improvement for 1 (0.5%) respondent, no improvement for 0 (0.0%) 
 respondents and a change from correct to incorrect for 1 (0.5%) respondent. The 
results indicate no statistically significant change in knowledge between the pre- and 
post-test. 
   Most learners answered this question correctly and there seems to be a clear 
understanding that one of the ways that HIV is transmitted is through blood and blood 
products (Wilson et al., 2002).  
 
g. By sharing cups and plates with an HIV positive person 
 In this question, 206 (97.6%) of the respondents answered the question 
correctly with 5 (2.4%) answering the question incorrectly in the pre-test and 210 
(99.5%) of the respondents answered the question correctly with 1 (0.5%) answering 
the question incorrectly in the post-test. In terms of an increase or decrease in 
knowledge between the pre- and post-test, there was no change for 205 (97.2%) 
respondents, an improvement for 5 (2.4%) respondents, no improvement for 0 (0.0%) 
respondents and a change from correct to incorrect for 1 (0.5%) respondent. The 
results indicate no statistically significant change in knowledge between the pre- and 
post-test.  
  Most learners answered this question correctly, with almost all learners 
(99.5%) answering this question correctly in the post-test.  
 
h. From being bitten by mosquitoes and bedbugs 
 In this question, 176 (82.5%) of the respondents answered the question 
correctly with 37 (17.5%) answering the question incorrectly in the pre-test and 198 
(93.8%) of the respondents answered the question correctly with 13 (6.2%) answering 
the question incorrectly in the post-test. In terms of an increase or decrease in 
 knowledge between the pre- and post-test, there was no change for 170 (80.6%) 
respondents, an improvement for 28 (13.3%) respondents, no improvement for 7 
(3.3%) respondents and a change from correct to incorrect for 6 (2.8%) respondents. 
The results indicate a statistically significant increase in knowledge between the pre- 
and post-test.  
   In this question 82.5% of learners answered the question correctly in the pre-
test but some (17.5%) thought that mosquitoes and bedbugs could transmit the virus. 
An area of confusion could be the belief that because mosquitoes ingest blood, they 
could carry the virus from one individual to another, although HIV cannot survive in a 
mosquitos digestive tract (Soul City, 2004). The increase in correct answers between 
the pre- and post-test indicates that learning did take place.  
 
i. Through physical contact sports like rugby and soccer when someone was  
bleeding from being hurt 
 In this question, 148 (70.1%) of the respondents answered the question 
correctly with 63 (29.9%) answering the question incorrectly in the pre-test and 161 
(76.3%) of the respondents answered the question correctly with 50 (23.7%) 
answering the question incorrectly in the post-test. In terms of an increase or decrease 
in knowledge between the pre- and post-test, there was no change for 132 (62.6%) 
respondents, an improvement for 29 (13.7%) respondents, no improvement for 32 
(15.2%) respondents and a change from correct to incorrect for 18 (8.5%) 
respondents. The results indicate a statistically significant increase in knowledge 
between the pre- and post-test.     
There was a small increase in knowledge from pre- to post-test. Although most 
learners showed that they understood the fact that HIV is transmitted through blood 
 and blood products in question 6f, they did not seem to make the link in this question. 
This could be attributed to the fact that learners did not fully understand the question 
as no point of transmission was detailed. A better way to word the question could 
have been: Through physical contact sports like rugby and soccer when someone was 
bleeding from being hurt and someone else who has an open cut or wound touches 
them.  
 
j. If an HIV positive person breast-feeds her baby 
 In this question, 147 (69.7%) of the respondents answered the question 
correctly with 64 (30.3%) answering the question incorrectly in the pre-test and 188 
(89.1%) of the respondents answered the question correctly with 23 (10.9%) 
answering the question incorrectly in the post-test. In terms of an increase or decrease 
in knowledge between the pre- and post-test, there was no change for 142 (67.3%) 
respondents, an improvement for 46 (21.8%) respondents, no improvement for 18 
(8.5%) respondents and a change from correct to incorrect for 5 (2.4%) respondents. 
The results indicate a statistically significant increase in knowledge between the pre- 
and post-test.      
 There was a low correct response rate (69.7%)  in the pre-test with an increase 
in correct responses in the post-test (89.1%). The correct information regarding 
breast-feeding was clearly not understood by the learners in the pre-test. The 
educators seem to have reinforced the belief that HIV can be transmitted through 
breast-feeding and this led to an increase in knowledge between the pre- and post-test. 
Breast-feeding could also not have been discussed in class in the past as educators felt 
that it was not relevant to school children as they were not likely to have babies.  
 
 k. From toilet seats 
 In this question, 194 (91.9%) of the respondents answered the question 
correctly with 17 (8.1%) answering the question incorrectly in the pre-test and 208 
(98.6%) of the respondents answered the question correctly with 3 (1.4%) answering 
the question incorrectly in the post-test. In terms of an increase or decrease in 
knowledge between the pre- and post-test, there was no change for 194 (91.9%) 
respondents, an improvement for 14 (6.6%) respondents, no improvement for 3 
(1.4%) respondents and a change from correct to incorrect for 0 (0.0%) respondents. 
The results indicate a statistically significant increase in knowledge between the pre- 
and post-test. The majority of learners answered this question correctly.  
 
l. Through hugging and being close to someone who is HIV positive 
 In this question, 211 (100.0%) of the respondents answered the question 
correctly with 0 (0.0%) answering the question incorrectly in the pre-test and 209 
(99.1%) of the respondents answered the question correctly with 2 (0.9%) answering 
the question incorrectly in the post-test. In terms of an increase or decrease in 
knowledge between the pre- and post-test, there was no change for 209 (99.1%) 
respondents, an improvement for 0 (0.0%) respondents, no improvement for 0 (0.0%) 
respondents and a change from correct to incorrect for 2 (0.95%) respondents.  Due to 
all the pre-test results being correct, the chi-squared test could not be performed. 
 All learners answered this question correctly in the pre-test, with 0.9% of 
learners answering this question incorrectly in the post-test.  
 
 
 
 m. By swimming in a pool with an HIV positive person 
 In this question, 207 (98.1%) of the respondents answered the question 
correctly with 4 (1.9%) answering the question incorrectly in the pre-test and 210 
(99.5%) of the respondents answered the question correctly with 1 (0.5%) answering 
the question incorrectly in the post-test. In terms of an increase or decrease in 
knowledge between the pre- and post-test, there was no change for 207 (98.1%) 
respondents, an improvement for 3 (1.4%) respondents, no improvement for 1 (0.5%) 
respondent and a change from correct to incorrect for 0 (0.0%) respondents. The 
results indicate a statistically significant increase in knowledge between the pre- and 
post-test.    
Most learners answered this question correctly, with almost all learners (99.5%) 
answering this question correctly in the post-test.  
 
n. From being in the same room as an HIV positive person 
 In this question, 211 (100.0%) of the respondents answered the question 
correctly with 0 (0.0%) answering the question incorrectly in the pre-test and 211 
(100.0%) of the respondents answered the question correctly with 0 (0.0%) answering 
the question incorrectly in the post-test. In terms of an increase or decrease in 
knowledge between the pre- and post-test, there was no change for 211 (100.0%) 
respondents, an improvement for 0 (0.0%) respondents, no improvement for 0 (0.0%) 
respondents and a change from correct to incorrect for 0 (0.0%) respondents. Due to 
all the pre- and post-test results being correct, the chi-squared test could not be 
performed. 
All learners answered this question correctly, with no change in overall correct 
answers between the pre- and post-test. 
  
 Questions 6a to 6n cover issues around the transmission of the disease and 
myths that exist around HIV/AIDS.  It is interesting to note that questions 6e  and 6l 
had a resultant decrease in knowledge, with questions 6f and 6n having no change in 
knowledge and questions 6a, 6b, 6c, 6d, 6g, 6h, 6i, 6j, 6k, and 6m showing an 
improvement in knowledge.  
 
Question 7 
HIV/AIDS infected people do not die from the virus that causes HIV/AIDS but instead 
they die from other diseases such as tuberculosis (T.B.), flu, etc. 
 In this question, 189 (89.6%) of the respondents answered the question 
correctly with 22 (10.4%) answering the question incorrectly in the pre-test and 208 
(98.6%) of the respondents answered the question correctly with 3 (1.4%) answering 
the question incorrectly in the post-test. In terms of an increase or decrease in 
knowledge between the pre- and post-test, there was no change for 189 (89.6%) 
respondents, an improvement for 19 (9.0%) respondents, no improvement for 3 
(1.4%) respondents and a change from correct to incorrect for 0 (0.0%) respondents. 
The results indicate a statistically significant increase in knowledge between the pre- 
and post-test.    
 Most learners (89.6%) answered this question correctly in the pre-test and 
there was an increase (98.6%) in the overall correct answers in the post-test. 
Following the programme, learners seemed to understand what opportunistic 
infections were and that AIDS is the condition that allows these opportunistic 
infections to take hold. Tuberculosis (T.B.) and influenza are opportunistic infections, 
and it is these that cause death in individuals with AIDS (AIDSMEDS, 2007). This 
 concept could be quite difficult for some learners to grasp because many AIDS related 
deaths are reported as death from tuberculosis (T.B.) and influenza. Learners seem to 
have made the link between AIDS and these opportunistic infections.  
 
Question 8 
It is possible to see when a person has HIV/AIDS? 
 In this question, 150 (71.1%) of the respondents answered the question 
correctly with 61 (28.9%) answering the question incorrectly in the pre-test and 170 
(80.6%) of the respondents answered the question correctly with 41 (19.4%) 
answering the question incorrectly in the post-test. In terms of an increase or decrease 
in knowledge between the pre- and post-test, there was no change for 136 (64.5%) 
respondents, an improvement for 34 (16.1%) respondents, no improvement for 24 
(11.4%) respondents and a change from correct to incorrect for 17 (8.1%) 
respondents. The results indicate a statistically significant increase in knowledge 
between the pre- and post-test. 
   Many learners (28.9%) answered this question incorrectly in the pre-test, with 
a small increase in the number of correct answers in the post-test. The wording of the 
question could have influenced the response and a possible suggestion would be to 
split out the question into two parts, one asking if it is possible to see when a person 
has HIV and the other where the learners are asked if it is possible to see when a 
person has full blown AIDS.  
 Question 9 
If you go to church every week, you will not get HIV/AIDS 
 In this question, 209 (99.1%) of the respondents answered the question 
correctly with 2 (0.9%) answering the question incorrectly in the pre-test and 210 
(99.5%) of the respondents answered the question correctly with 1 (0.5%) answering 
the question incorrectly in the post-test. In terms of an increase or decrease in 
knowledge between the pre- and post-test, there was no change for 208 (98.6%) 
respondents, an improvement for 2 (0.9%) respondents, no improvement for 0 (0.0%) 
respondents and a change from correct to incorrect for 1 (0.5%) respondent. The 
results indicate no statistically significant change in knowledge between the pre- and 
post-test. 
 Most of the learners answered this question correctly in the pre- and post-test. 
One of the myths that exist in South Africa is that church attendance influences an 
individuals ability not to contract HIV/AIDS.  
 
Question 10 
Do you think that you will only get HIV/AIDS if you are homosexual (gay)? 
 In this question, 209 (99.1%) of the respondents answered the question 
correctly with 2 (0.9%) answering the question incorrectly in the pre-test and 207 
(98.1%) of the respondents answered the question correctly with 4 (1.9%) answering 
the question incorrectly in the post-test. In terms of an increase or decrease in 
knowledge between the pre- and post-test, there was no change for 205 (97.2%) 
respondents, an improvement for 2 (0.9%) respondents, no improvement for 0 (0.0%) 
respondents and a change from correct to incorrect for 4 (1.9%) respondents. The 
 results indicate no statistically significant change in knowledge between the pre- and 
post-test.    
 The high correct response rate in the pre-test (99.1%) indicates that many 
learners understand that HIV/AIDS is not only a homosexual disease. Homosexuality 
is pervasive in South Africa but there is a high level of secrecy around homosexual 
practices (Walker et al., 2004). There was a slight decrease in the pre- to post-test 
results indicating that some learners did not fully understand the question.  
 
Question 11 
If you have tuberculosis(T.B.) you will get HIV/AIDS 
 In this question, 205 (97.2%) of the respondents answered the question 
correctly with 6 (2.8%) answering the question incorrectly in the pre-test and 208 
(98.6%) of the respondents answered the question correctly with 3 (1.4%) answering 
the question incorrectly in the post-test. In terms of an increase or decrease in 
knowledge between the pre- and post-test, there was no change for 204 (96.7%) 
respondents, an improvement for 4 (1.9%) respondents, no improvement for 2 (0.9%) 
respondents and a change from correct to incorrect for 1 (0.5%) respondent. The 
results indicate a statistically significant increase in knowledge between the pre- and 
post-test. The majority of learners answered this question correctly between the pre- 
and post-test.  
 
 Question 12 
Is it possible to cure HIV/AIDS by having sex with somebody who has never had sex 
before, or with a child? 
 In this question, 211 (100.0%) of the respondents answered the question 
correctly with 0 (0.0%) answering the question incorrectly in the pre-test and 211 
(100.0%) of the respondents answered the question correctly with 0 (0.0%) answering 
the question incorrectly in the post-test. In terms of an increase or decrease in 
knowledge between the pre- and post-test, there was no change for 211 (100.0%) 
respondents, an improvement for 0 (0.0%) respondents, no improvement for 0 (0.0%) 
respondents and a change from correct to incorrect for 0 (0.0%) respondents. Due to 
all the pre- and post-test results being correct, the chi-squared test could not be 
performed.    
 All learners answered this question correctly in the pre- and post-test. A 
particularly violent and harmful myth in South Africa is that that sex with a child or 
virgin will cure HIV; this had led to an increase in child and baby rape (Soul City, 
2004).  The fact that all learners answered this question correctly indicates that this 
myth was understood and dispelled amongst all of the learners. 
 
Question 13 
If you are thin, does it mean that you have HIV/AIDS? 
 In this question, 210 (99.5%) of the respondents answered the question 
correctly with 1 (0.5%) answering the question incorrectly in the pre-test and 211 
(100.0%) of the respondents answered the question correctly with 0 (0.0%) answering 
the question incorrectly in the post-test. In terms of an increase or decrease in 
knowledge between the pre- and post-test, there was no change for 210 (99.5%) 
 respondents, an improvement for 1 (0.5%) respondent, no improvement for 0 (0.0%) 
respondents and a change from correct to incorrect for 0 (0.0%) respondents. Due to 
all the post-test results being correct, the chi-squared test could not be performed. 
   Almost all (99.5%) of learners answered this question correctly in the pre-test, 
with all learners (100.0%) answering this question correctly in the post-test. A 
common myth that exists is that weight loss is an indicator that an individual has 
HIV/AIDS. The high number of correct responses shows that this myth has been dealt 
with in class.  
 
Question 14  
The only way to prevent getting HIV/AIDS is by not having sex 
 In this question, 148 (70.1%) of the respondents answered the question 
correctly with 63 (29.9%) answering the question incorrectly in the pre-test and 135 
(64.0%) of the respondents answered the question correctly with 76 (36.0%) 
answering the question incorrectly in the post-test. In terms of an increase or decrease 
in knowledge between the pre- and post-test, there was no change for 122 (57.8%) 
respondents, an improvement for 13 (6.2%) respondents, no improvement for 41 
(19.4%) respondents and a change from correct to incorrect for 35 (16.6%) 
respondents. The results indicate a statistically significant decrease in knowledge 
between the pre- and post-test. 
   A high number of learners (29.9%) answered this question incorrectly in the 
pre-test with a decrease in knowledge between the pre- and post-test. There could 
have been some confusion around the wording of this question as learners could have 
understood this in the context of sex only and not that HIV/AIDS can be contracted 
through blood transfusions or sharing intravenous drug needles. The message from the 
 educators seems to have been one of abstinence, which could have caused great 
conflict in learners, especially when many have to deal with peer pressure and the 
persistence of boys to engage in sexual intercourse (Walker et al., 2004). A message 
of abstinence, coupled with practicing safe sex should they become sexually active, 
could have been a more productive and realistic approach.  
  
Question 15 
It is better to be tested for HIV/AIDS 
 In this question, 208 (98.6%) of the respondents answered the question 
correctly with 3 (1.4%) answering the question incorrectly in the pre-test and 206 
(97.6%) of the respondents answered the question correctly with 5 (2.4%) answering 
the question incorrectly in the post-test. In terms of an increase or decrease in 
knowledge between the pre- and post-test, there was no change for 204 (96.7%) 
respondents, an improvement for 2 (0.9%) respondents, no improvement for 1 (0.5%) 
respondent and a change from correct to incorrect for 4 (1.9%) respondents. The 
results indicate a statistically significant decrease in knowledge between the pre- and 
post-test.   
 The majority of learners answered this question correctly and there was a 
small drop in correct answers between the pre- and post-test.  
 
Question 16 
It is good to know if you have HIV/AIDS so that you can look after yourself 
 In this question, 209 (99.1%) of the respondents answered the question 
correctly with 2 (0.9%) answering the question incorrectly in the pre-test and 210 
(99.5%) of the respondents answered the question correctly with 1 (0.5%) answering 
 the question incorrectly in the post-test. In terms of an increase or decrease in 
knowledge between the pre- and post-test, there was no change for 208 (98.6%) 
respondents, an improvement for 2 (0.9%) respondents, no improvement for 0 (0.0%) 
respondents and a change from correct to incorrect for 1 (0.5%) respondent. The 
results indicate no statistically significant change in knowledge between the pre- and 
post-test. Most learners answered this question correctly with an increase in the 
overall correct responses from pre- to post-test.  
 
Question 17 
If a person is HIV positive and there is a chance that they will infect someone else, 
they should tell the person that they are HIV positive 
 In this question, 207 (98.1%) of the respondents answered the question 
correctly with 4 (1.9%) answering the question incorrectly in the pre-test and 209 
(99.1%) of the respondents answered the question correctly with 2 (0.9%) answering 
the question incorrectly in the post-test. In terms of an increase or decrease in 
knowledge between the pre- and post-test, there was no change for 206 (97.6%) 
respondents, an improvement for 3 (1.4%) respondents, no improvement for 1 (0.5%) 
respondent and a change from correct to incorrect for 1 (0.5%) respondent. The results 
indicate a statistically significant increase in knowledge between the pre- and post-
test.   
 The majority of learners answered this question correctly with all but two 
learners answering the question incorrectly in the post-test. The importance of 
knowing the HIV/AIDS status of an individual seems to be clearly understood. 
 
 
 6.3.2. Further Analysis 
 The overall results have shown that there was a slight increase in overall 
knowledge but there was a decrease in knowledge for certain questions, namely, 
questions 6e, 6l, 10, 14 and 15. These results show that there was an average increase 
in the total score and that difference is statistically significant at the 5% level (since 
the p-value is less than 0.05).  This increase is quite small in practical terms and the 
significance is mainly due to the relatively large sample. 
 
6.4. Section B: Overall Results for Open Ended Questions  
Question 18 
Do you think you may get HIV? 
Table 17 
Question 18 Results 
 
Question 18 
 
Yes 
 
% 
 
No 
 
% 
Dont 
Know 
 
% 
 
Total 
Pre-test 19 9.0% 145 68.7% 47 22.3% 211 
Post-test 26 12.3% 151 71.6% 34 16.1% 211 
 
The results indicate that most learners do not believe they will contract HIV although 
there was a small increase (3.3%) in yes responses in the post-test. The results 
indicate a statistically significant increase between the pre- and post-test results. 
   
 Question 19 
Do you know anybody who has/had HIV? 
Table 18 
Question 19 Results 
 
Question 19 
 
Yes 
 
% 
 
No 
 
% 
Dont 
Know 
 
% 
 
Total 
Pre-test 42 19.9% 162 76.8% 7 3.3% 211 
Post-test 55 26.1% 152 72.0% 4 1.9% 211 
 
These results indicate that the majority of learners (72.0%) have not been directly 
exposed to HIV positive individuals. 
 
Question 20 
Do you know anybody who has/had AIDS? 
Table 19 
Question 20 Results 
 
Question 20 
 
Yes 
 
% 
 
No 
 
% 
Dont 
Know 
 
% 
 
Total 
Pre-test 40 18.9% 163 77.3% 8 3.8% 211 
Post-test 48 22.7% 159 75.4% 4 1.9% 211 
 
These results indicate that the majority of learners (75.4%) have not been directly 
exposed to individuals who have AIDS.  
 
 
 6.5. Section B: Results per School 
 Individual results per school indicate where the life skills programme was 
most effective and least effective.  
 Table 20 
Section B: Summary of the Results for School 1 
Pre-Test      
Post-
Test     
Question 
Number Correct % Incorrect % TOTAL Correct % Incorrect % TOTAL 
1 121 92.37% 10 7.63% 131 128 97.71% 3 2.29% 131 
2 128 97.71% 3 2.29% 131 129 98.47% 2 1.53% 131 
3 107 81.68% 24 18.32% 131 120 91.60% 11 8.40% 131 
4 123 93.89% 8 6.11% 131 128 97.71% 3 2.29% 131 
5 124 94.66% 7 5.34% 131 129 98.47% 2 1.53% 131 
6a 118 90.08% 13 9.92% 131 127 96.95% 4 3.05% 131 
6b 129 98.47% 2 1.53% 131 130 99.24% 1 0.76% 131 
6c 84 64.12% 47 35.88% 131 122 93.13% 9 6.87% 131 
6d 123 93.89% 8 6.11% 131 130 99.24% 1 0.76% 131 
6e 103 78.63% 28 21.37% 131 107 81.68% 24 18.32% 131 
6f 130 99.24% 1 0.76% 131 130 99.24% 1 0.76% 131 
6g 127 96.95% 4 3.05% 131 129 98.47% 2 1.53% 131 
6h 108 82.44% 23 17.56% 131 119 90.84% 12 9.16% 131 
6i 99 75.57% 32 24.43% 131 119 90.84% 12 9.16% 131 
6j 98 74.81% 33 25.19% 131 130 99.24% 1 0.76% 131 
6k 123 93.89% 8 6.11% 131 130 99.24% 1 0.76% 131 
6l 130 99.24% 1 0.76% 131 129 98.47% 2 1.53% 131 
6m 129 98.47% 2 1.53% 131 130 99.24% 1 0.76% 131 
6n 130 99.24% 1 0.76% 131 130 99.24% 1 0.76% 131 
7 119 90.84% 12 9.16% 131 128 97.71% 3 2.29% 131 
8 96 73.28% 35 26.72% 131 105 80.15% 26 19.85% 131 
9 128 97.71% 3 2.29% 131 129 98.47% 2 1.53% 131 
10 129 98.47% 2 1.53% 131 129 98.47% 2 1.53% 131 
11 127 96.95% 4 3.05% 131 129 98.47% 2 1.53% 131 
12 130 99.24% 1 0.76% 131 130 99.24% 1 0.76% 131 
13 129 98.47% 2 1.53% 131 130 99.24% 1 0.76% 131 
14 91 69.47% 40 30.53% 131 88 67.18% 43 32.82% 131 
15 128 97.71% 3 2.29% 131 127 96.95% 4 3.05% 131 
16 129 98.47% 2 1.53% 131 130 99.24% 1 0.76% 131 
17 129 98.47% 2 1.53% 131 130 99.24% 1 0.76% 131 
 
 Table 21 
Section B: Summary of the Results for School 2 
Pre-Test      
Post-
Test     
Question 
Number Correct % Incorrect % TOTAL Correct % Incorrect % TOTAL 
1 75 92.59% 6 7.41% 81 78 96.30% 3 3.70% 81 
2 76 93.83% 5 6.17% 81 79 97.53% 2 2.47% 81 
3 61 75.31% 20 24.69% 81 71 87.65% 10 12.35% 81 
4 75 92.59% 6 7.41% 81 75 92.59% 6 7.41% 81 
5 76 93.83% 5 6.17% 81 79 97.53% 2 2.47% 81 
6a 69 85.19% 12 14.81% 81 72 88.89% 9 11.11% 81 
6b 81 100.00% 0 0.00% 81 81 100.00% 0 0.00% 81 
6c 47 58.02% 34 41.98% 81 69 85.19% 12 14.81% 81 
6d 77 95.06% 4 4.94% 81 80 98.77% 1 1.23% 81 
6e 60 74.07% 21 25.93% 81 59 72.84% 22 27.16% 81 
6f 80 98.77% 1 1.23% 81 80 98.77% 1 1.23% 81 
6g 79 97.53% 2 2.47% 81 81 100.00% 0 0.00% 81 
6h 66 81.48% 15 18.52% 81 79 97.53% 2 2.47% 81 
6i 49 60.49% 32 39.51% 81 42 51.85% 39 48.15% 81 
6j 49 60.49% 32 39.51% 81 58 71.60% 23 28.40% 81 
6k 71 87.65% 10 12.35% 81 78 96.30% 3 3.70% 81 
6l 81 100.00% 0 0.00% 81 80 98.77% 1 1.23% 81 
6m 78 96.30% 3 3.70% 81 80 98.77% 1 1.23% 81 
6n 81 100.00% 0 0.00% 81 81 100.00% 0 0.00% 81 
7 70 86.42% 11 13.58% 81 80 98.77% 1 1.23% 81 
8 54 66.67% 27 33.33% 81 65 80.25% 16 19.75% 81 
9 81 100.00% 0 0.00% 81 81 100.00% 0 0.00% 81 
10 80 98.77% 1 1.23% 81 78 96.30% 3 3.70% 81 
11 78 96.30% 3 3.70% 81 79 97.53% 2 2.47% 81 
12 81 100.00% 0 0.00% 81 81 100.00% 0 0.00% 81 
13 81 100.00% 0 0.00% 81 81 100.00% 0 0.00% 81 
14 57 70.37% 24 29.63% 81 47 58.02% 34 41.98% 81 
15 80 98.77% 1 1.23% 81 79 97.53% 2 2.47% 81 
16 80 98.77% 1 1.23% 81 80 98.77% 1 1.23% 81 
17 78 96.30% 3 3.70% 81 79 97.53% 2 2.47% 81 
 School 1 showed an overall improvement in 22 questions, no change in 4 
questions and a decrease in knowledge in 3 questions. School 2 showed an overall 
improvement in 16 questions, no change in 8 questions and a decrease in knowledge 
in 6 questions.  
 
6.6. Qualitative Research Results 
6.6.1. Introduction 
The results from the semi-structured focus group interviews will be discussed 
below. The aim was to explore and describe the attitudes and perceptions of Grade 
nine learners with regard to HIV/AIDS and life skills education. Teschs model of 
data analysis was used (De Vos, 1998) and the following themes emerged. These are: 
1. Learners perceptions of the life skills programme as presented by the educators 
2. Learners perceptions of who should present the life skills programme 
3. Learners perceptions on recommendations regarding future programmes 
4. Learners perceptions on the impact of HIV/AIDS on their lives 
5. Learners perceptions on future preventative measures. 
6. Learners perceptions of being part of the research process.  
 
6.7. Themes, Sub-Themes and Specific Aspects of Themes that Emerged from the 
Data 
 
6.7.1. Learners Perceptions of the Life Skills Programme as Presented by the 
Educators  
The main theme explores the learners perceptions of the programme as 
presented by the educators. Sub-themes and specific aspects relating to the sub- 
 themes are shown in Table 22 below. 
 
Table 22 
Main Theme: Learners Perceptions of the Life Skills Programme as Presented by the 
Educators 
Sub-themes Specific aspects of sub-themes 
1. Likes 1.1. Teaching Methods 
1.1.1. Provision of information 
1.1.2. Experiential learning 
 
1.2 Educator Qualities 
1.2.1. Honest 
1.2.2. Approachable 
1.2.3. Relaxed 
1.2.4. Open 
2. Dislikes None 
 
Traditional teaching methods as well as innovative and interactive new 
methods were used by the educators. The educators also used experiential learning 
exercises, group discussions and in some instances games to provide information to 
the learners. All learners received the teaching methods positively, without any 
negative feedback received. Learners described the teaching methods as fun, 
interactive, interesting and different. They also said that they liked the fun element, 
it sticks with you. The teaching methods also allowed the information to be easy to 
understand.  
 Information was provided to learners in a manner that clarified and provided 
greater depth of understanding. Learners found the information interesting, because 
we got to understand the virus more than we already knew about it. They also 
expressed that the information made us aware of how many people have AIDS and 
that its a lot bigger than you thought it was with staggering figures. One learner 
expressed that: we all think we know about itwe learnt things we didnt knowit 
can affect anyone.  
Learners also found the experiential approach where they actively participated 
in the learning process constructive and affirming. Learners commented that 
everyone can take part and it wasnt just like she was standing there talking to us, 
as well as saying that they felt that they had freedom of speech, [it] gave us a chance 
to talk about things we wanted to. Research has shown that participatory learning 
methods work best for young individuals (Mugabe, 2001), and that this interactive 
style of learning is enjoyed in particular by this age group (Aggleton & Rivers, 1993).  
The learners all felt positively towards their educator, with most learners 
feeling that the educators were honest, open, relaxed and approachable. Cameron 
(2004) states that some of the most important characteristics of effective educators 
include being knowledgeable, being able to clarify and explain concepts, as well as 
being able to point out relationships between different concepts.  
Learners said that they experienced their educator in the following way: he 
was honest and he gave us the facts straight and it was open and honest. 
Learners also felt that the educator was approachable and said that she understands 
and hes approachable and whatever you say, you wont be judged. Learners 
particularly enjoyed the relaxed atmosphere in the classes, saying he was quite fun, 
we laughed quite a lot and I thought it was quite relaxed. Learners also appreciated 
 their educators openness and made comments such as shes easy to talk to and our 
class was very open and the educator was open and honest.  
The majority of learners expressed no dislikes towards the life skills 
programme or the educators.  
 
6.7.2. Learners Perceptions of Who Should Present the Life Skills Programme  
The main theme explores the learners perceptions of who should present the 
life skills programme. Sub-themes and specific aspects relating to the sub-themes are 
shown in Table 23 below. 
 
Table 23 
Main Theme: Learners Perceptions of Who Should Present the Life Skills Programme 
Sub-themes Specific aspects of sub-themes 
1. Teachers 1. School Teachers 
2. HIV+ Individual 
 
Most learners suggested that they would prefer their existing educator to teach 
them about HIV and AIDS. One reflected that they dont think it should be 
somebody from the outside, I want to feel comfortable with them and be able to ask 
them awkward questions. The learners also expressed that they would prefer their 
teacher to present the material as thats what they are trained to do. Some learners 
also felt that the teachers would be able to better manage the other learners in the class 
if they became unruly. Overall, the majority of the learners wanted the programme 
presented by their current educator. Gilligan (1998) proposes that educators act as 
 mentors, confidants and positive role models and that they keep track of learners 
physical health, behaviour and emotions.  
In addition, learners felt that they would like to have their programme 
supplemented by being exposed to someone whos got AIDS. They felt that it 
would make their experience of HIV/AIDS more realistic. One learner stated the 
following: I would actually like to maybe have someone to talk to us who has got 
AIDS to see how they get treated in the community, just for a different perspective, 
its quite difficult for us to learn so much about it when we dont know anyone in that 
situation. Another learner believed that by meeting an individual with HIV/AIDS, 
that it would make it real for us.  
 
6.7.3. Learners Perceptions on Recommendations Regarding Future Programmes 
The main theme explores the learners perceptions on recommendations 
regarding future programmes. Sub-themes and specific aspects relating to the sub-
themes are shown in Table 24 below. 
 
Table 24 
Main Theme: Learners Perceptions on Recommendations Regarding Future 
Programmes 
Sub-themes Specific aspects of sub-themes 
1. Community Involvement 1. Community visits 
2. HIV+ individual 
2. Audio-visual presentations 1. Video 
 
 In general, learners felt very positive about the life skills programme. Two 
themes emerged with regard to recommendations for future programmes. Learners 
expressed a desire to be exposed to HIV positive individuals and to visit community 
centres where individuals with HIV/AIDS are being cared for. Learners showed a 
great interest in going out to help people, getting involved in the community.  
Learners were also keen to visit an AIDS Haven. One learner said that they would like 
to go visit an AIDS Haven and see whats actually going on because we learn about 
people who are distanced from us and then it would make it clearer and better to see 
whats going on. Another learner wanted to see the reality of it.  
Other learners suggested that the educators show a video of people who have 
AIDS in order to show that anyone can get AIDS. These learners felt that exposure 
through a video would assist in their understanding of HIV/AIDS. The cognitive stage 
of development that these learners find themselves in is characterised by increased 
empathy and compassion (Van Dyk, 2001), which aids in understanding their desire 
to visit and be exposed to the HIV/AIDS community.  
 
6.7.4. Learners Perceptions on the Impact of HIV/AIDS on their Lives 
The main theme explores the learners perceptions on the impact of HIV/AIDS 
on their lives. Sub-themes and specific aspects relating to the sub-themes are shown in 
Table 25 below. 
 
 Table 25 
Main Theme: Learners Perceptions on the Impact of HIV/AIDS on their Lives 
Sub-themes Specific aspects of sub-themes 
1. Impact 1. Externalised 
2. Contraction of the virus 1. Accidental 
 
Learners perception on the impact of HIV/AIDS in their lives was divided 
into two main themes. The first is the perception that HIV/AIDS does not have any 
significant impact on their lives. Comments from the learners regarding the impact of 
HIV/AIDS on their lives include: its more Black people who have the virus, a lot 
of us think its far away and its not near us, no-one we know has it, honestly, 
none, it hasnt really impacted me, not really, maybe if I was older, it is 
distant, until you become sexually active, youre sheltered from it, unless you have 
an accident,  a lot of people just think it wont happen to them, Im aware of it, 
that I might get it, but I dont think I will get it and (I) think its a hobo thing.  
A small number of learners did express that HIV/AIDS does have an impact 
on their lives through the fact that they felt they had to be more careful when playing 
sport and that they had to know what to do to protect yourself. One learner stated 
that HIV/AIDS makes you scared, [you are] so aware that you have to be cautious 
the whole time.  The majority of learners expressed that HIV/AIDS does not really 
have any direct impact on their lives and that the chances of contracting the virus 
would be accidental or due to matters beyond their control.  
 Learners believed that if they were to contract the virus it would be because of 
a freak accident or due to factors out of our control. One learner expressed that: 
(I) dont think Ill get it intentionally but if theres an accident, or something 
 happened and you couldnt help it, there are risks, another said I think for us its 
more the whole needles, blood thing. Learners also said that you had to keep your 
eyes open to ensure that you do not contract the virus. Overall, the learners seemed 
to feel that they would only contract the virus through means beyond their control.  
 
6.7.5. Learners Perceptions on Future Preventative Measures 
The main theme explores the learners perceptions on future preventative 
measures. Sub-themes and specific aspects relating to the sub-themes are shown in 
Table 26 below. 
 
Table 26 
Main Theme: Learners Perceptions on Future Preventative Measures 
Sub-themes Specific aspects of sub-themes 
1. Recommendations 1. Abstinence 
2. Shared responsibility 
 
Most learners believed that they would not contract the virus because they 
would abstain from sex before marriage. Learners stated that the preventative measure 
that they would take would be to wait until you are married, stick to your morals 
no sex before marriage and that it is safest to abstain, wait until marriage.  
Adolescents in this life stage emotionally and physically develop into sexual 
individuals and it can be challenging to abstain from sexual relations. It is 
recommended that life skills programmes should attempt to impart communication 
skills to this group so that they will be able to feel more comfortable to converse with 
 their sexual partner about a range of issues, including safe sex practices (Catania et 
al., 1990).  
 Learners felt that responsibility for preventative measured should be a shared 
responsibility, with learners saying: get you and your partner tested and use 
protection, both get tested, know your status, both be responsible, its your 
health, both should be aware of wearing condoms and I think its a two-way 
street.  
 
6.7.6. Learners Perceptions of Being Part of the Research Process 
The main theme explores the learners perceptions of being part of the 
research process. Sub-themes and specific aspects relating to the sub-themes are 
shown in Table 27 below. 
 
Table 27 
Main Theme: Learners Perceptions of Being Part of the Research Process 
Sub-themes Specific aspects of sub-themes 
1. Perceptions of the pre- and post-test 
questionnaire 
1. Easy 
2. Knowledge  
2. Perceptions of being interviewed 1. Interesting 
2. Positive 
 
Learners found the questionnaire easy to complete and said that they knew 
most of the answers. They reflected that they knew the answers and that they 
were really easy questions. To a lesser degree, some students felt that they were 
pleased that there was a pre- and post-test as they had an opportunity to discuss the 
 questions they did not know the answers to and increase their knowledge. A learner 
commented that it was good that we did it twice, I didnt know some the first time, 
but I could ask and then I knew the second time around.  
  Learners found the interviews interesting and positive. They found it 
interesting to hear other peoples opinions. Learners responded well to being 
interviewed, which would be expected considering their life stage and their desire to 
discuss topics that are relevant to them.  
 
6.7.7. Additional Points that were Raised in the Interviews  
In all the groups, when the learners were hypothesising about being sexually 
active, they expressed, that if they were sexually active, they would be more 
concerned about pregnancy than HIV/AIDS and they mostly fear pregnancy and 
that their worst fear is having to tell my mom Im pregnant. Two groups felt that it 
would be worse to tell their parents they are pregnant, or having made someone 
pregnant, than telling them they have HIV/AIDS. One group initially made the same 
observation but through group discussion they realised that HIV is permanent and it 
could be worse to have HIV/AIDS than be pregnant.  
Learners also discussed the pressure that they feel they are put under 
specifically regarding alcohol use. They suggested that by Grade nine, most learners 
have had alcoholic beverages. One learner observed that if youve never been drunk 
youre a woos [sic].  Another learner observed that it is a cool thing to go to parties 
and drink, and get drunk and another said everybody now is drinking. Lowered 
inhibitions while learners are under the influence of alcohol could negatively affect 
their ability to engage in safe sexual practices. Alcohol has been shown to be an 
important factor contributing towards HIV infection (Department of Health, 2005).  
 In addition, learners expressed that they would rather talk to siblings, friends 
or teachers with regard to HIV/AIDS and sex, than their parents. Some learners did 
feel comfortable to talk to their parents, but the majority of learners preferred to talk 
to someone other than their parents. One learner expressed that school is their main 
source of information, and that they are not yet sexually active, so its not 
necessary to talk to anyone about HIV/AIDS. Another learner said that he would 
rather talk to his brother than his parents about HIV and sex. Learners also felt 
comfortable to speak to their life skills educators about HIV/AIDS and sex, which 
could be seen as being positive. The majority of learners though discuss sex and 
HIV/AIDS with their friends.  
 
6.8. Further Discussion 
6.8.1. Introduction 
 One of the primary ways to halt the HIV/AIDS pandemic is through education 
(Asmal, 2001; Baldo et al., 1993; Van Dyk, 2001). Schools are well positioned to 
achieve a decrease in HIV prevalence amongst young people as children who are 
starting school are normally not yet sexually active and those that become sexually 
active are enrolled at school when this occurs (World Health Organisation, 2006). The 
increase in educated and affluent South Africans contracting HIV led the researcher to 
examine the effectiveness of the life skills programme with learners in Grade nine 
from middle to upper socio-economic groups in two schools in the NMMM. The 
small sample of 211 Grade nine learners makes it difficult to generalise the findings 
of this study. The results do though provide insight into the attitudes and perceptions 
of middle to upper socio-economic group Grade nine learners with regards to 
HIV/AIDS that could form the basis for further research.  
 6.8.2. Quantitative Findings 
The overall results for the pre- and post test questionnaires show that the 
learners have an average to above average general knowledge regarding HIV/AIDS, 
with an increase in knowledge for most questions between the pre- and post-test and a 
decrease in knowledge for six questions in total. When compared with other studies, 
Buhr (2001) found in his study conducted with learners in 50 schools in the Port 
Elizabeth region across all socio-economic groups that the general knowledge level 
regarding HIV/AIDS and transmission was poor to average, with only 50.5% of 
learners correctly answering no to the question AIDS and HIV is the same thing. 
Kuret (2005) found in her study conducted in four schools in previously 
disadvantaged areas in the NMMM that there was a small increase in knowledge, with 
a decrease in knowledge in some schools. In the pre-test, 75.0% of learners knew that 
HIV is not the same as AIDS. Alma (2005) in her study conducted in four schools in 
previously disadvantaged areas found that the general knowledge level regarding 
HIV/AIDS and transmission with Grade nine learners was average to below average, 
with a small increase in knowledge following the life skills programme, with 
decreases in knowledge in some questions and fluctuations in effectiveness of the 
programme between schools. In the pre-test, 87.7% of learners knew that HIV is not 
the same as AIDS. 
Question 14 specifically showed a decrease in knowledge, which was reflected 
because abstinence was promoted with the learners. Alma (2005) in her study found 
similar results with only just over a third of learners answering this question correctly 
and a drop in correct answers between the pre- and post-test. Over 15 years of 
research data gathered has shown that all-inclusive sex education programs for young 
people that promote abstinence, encourage appropriate condom use and instruct on 
 sexual communication skills has been shown to decrease risky behaviour and delay 
the start of sexual relations rather than an abstinence only approach (APA, 2005).  
The results from Question 18 indicate that most learners do not believe that 
they may contract HIV/AIDS with only 12.3% believing they may get HIV in the 
post-test. Buhr (2001) found in his study that 42.5% of learners sometimes worry 
about contracting HIV/AIDS and 32.7% of learners often worry about contracting 
HIV/AIDS.  
Alma (2005) found that 80.7% of Grade nine learners believed they would 
contract HIV/AIDS in the post-test of her study. The belief by over 80% of previously 
disadvantaged Grade nine learners that they might get HIV/AIDS following the life 
skills programme was not what would be expected from learners who had participated 
in a programme that focussed specifically on the prevention and treatment of 
HIV/AIDS. The fact that so many learners believed they may contract the virus 
following the programme could be due to the fact that many of them were already 
sexually active and that they had already engaged in risky behaviour. These results are 
in significant contrast to the study conducted with middle to upper socio-economic 
group learners. 
 
6.8.3. Qualitative Findings 
The analysis of the qualitative data gathered generated six major themes, 
which was consistent across the four focus groups. Overall, the life skills programme 
was well received and learners were positive and proactive in their suggestions for 
changes to the programme with most learners wishing to be exposed to an HIV 
positive person in person or though video. It is interesting to note that these results are 
consistent with results gathered in previous studies conducted by Alma (2005), Buhr 
 (2001), Lambert (2005) and Makalima (2003) with mainly previously disadvantaged 
learners. In these studies as well as in the current study all learners across all socio-
economic groups generated similar themes and in the main received their programme 
well, made similar suggestions for future programmes and were positive about being 
part of a research study.  
Learners perceptions of the effect of HIV/AIDS on their lives and future 
preventative measures reflected the theme of abstinence and an externalised locus of 
control. Learners believed that they would only contract the virus through factors 
beyond their control, such as accidental contact with HIV positive blood or through 
blood transfusions. The learners did not seem to internalise the risk involved with 
sexual transmission and this could be seen with most learners being more afraid of 
pregnancy than HIV/AIDS. The limited exposure to HIV positive individuals could 
also be responsible for the belief that they are not likely to contract the virus. The idea 
that HIV/AIDS only affects the lower socio-economic group could also have a 
negative consequence on this group as most learners seemed to believe that their 
socio-economic group is, on the whole, unaffected by HIV/AIDS. Harris and Van 
Aardt (2007) dispute this with their most recent research findings showing a 
significant increase in affluent South Africans contracting the virus.  The lack of 
exposure to media messages through programmes such as Soul City and loveLife also 
means that this group predominantly seems to obtain information from friends and at 
school. Alma (2005) found in her study conducted with previously disadvantaged 
Grade nine learners in the NMMM that the majority of learners (80.7%) believed they 
may contract HIV/AIDS in the post-test questionnaire. This could be due to these 
learners already having engaged in risk taking behaviour. This is very different from 
the findings of this research study where most learners believe in abstinence and being 
 sexually active is frowned upon as well as believing that they may only contract the 
virus due to factors outside of their control. Buhr (2001) found that 63.5% of learners 
do not believe they will contract HIV/AIDS and 36.5% believed they may contract 
HIV/AIDS. He also found that 65.6% of learners cited television as their main source 
of knowledge regarding HIV/AIDS, which is different from the sources of knowledge 
that learners in this study cited, namely friends and life skills educators.  
Protective factors for this middle to upper-socio economic group of Grade nine 
learners includes the delay of onset of first sexual intercourse and the strong theme of 
abstinence amongst the learners. Sexual debut in schools is discouraged and most 
learners expressed that they would wait until marriage before engaging in sexual 
intercourse. The average to above average general knowledge regarding HIV/AIDS 
and transmission could also be considered a protective factor as they have relevant 
and accurate knowledge regarding HIV/AIDS.   
 
6.9. Conclusion 
The quantitative and qualitative results provide information regarding changes 
in knowledge following a life skills intervention and attitudes and perceptions of 
learners regarding HIV/AIDS and the life skills programme. The final chapter of this 
study will take these findings and draw conclusions from these results, as well as 
evaluating the research study and making recommendations for future programmes. 
 CHAPTER 7 
Conclusion and Recommendations 
 
7.1. Findings and Conclusions of the Study 
 With continuing global concern regarding the spread of HIV/AIDS and the 
pandemic status that it has reached in South Africa, it has been identified that 
preventative action needs to be taken without delay. Harris and Van Aardt (2007) 
show an increase in affluent and educated South Africans contracting HIV, leading to 
a suggested third epidemic, with significant consequences in South Africa.  
Young people, between the ages of 15 and 24 years old, globally account for 
over half of new cases, and they are seen as the prime targets of educational 
programmes as they can often be reached through schools and before they become 
sexually active (UNAIDS, 2006b). The importance of reaching youth in schools is 
seen in the introduction of the governments Curriculum 2005 strategy, which 
includes the Life Orientation Learning Area programme, which aims to focus 
directly on sexuality and relationships as well as improving life skills and general 
confidence (Campbell, 2003).  
In response to this, the researcher assessed the effectiveness of a life skills 
education programme by means of a pre- and post-test questionnaire and semi-
structured interviews with middle to upper socio-economic group Grade nine learners 
in the NMMM area. This research study was confined to Grade nine learners only and 
focussed specifically on HIV and AIDS. The main aims of the research study were to 
explore and describe, by means of a pre- and post-test, any changes in Grade nine 
learners knowledge of HIV/AIDS following a life skills intervention and to explore 
 and describe attitudes and perceptions of Grade nine learners with regard to 
HIV/AIDS and life skills education.  
Results indicate an average to above average general knowledge with regard to 
HIV/AIDS and transmission, with an increase in overall knowledge, with decreases in 
knowledge for some questions, which means that the programme cannot be viewed as 
a complete success. 
The learners were positive about the experiential learning approach and the 
way the information was imparted to them by their educators. In addition, they were 
positive about their educators qualities. The learners also experienced the research 
process positively. Protective as well as risk factors were identified from the learners 
that need to be taken into account in the development of future programmes.  
 
7.2. Evaluation of the Study 
Main obstacles identified in this study include the promotion of abstinence as 
the only choice for learners and the external locus of control displayed by learners in 
the focus groups with regard to contracting the HI-virus. Future programmes could 
include a comprehensive sex education programme, including abstinence promotion, 
sexual communication strategies and correct condom use. Exposure to an HIV 
positive individual could also provide a sense of reality to the learners as many had 
never been exposed to an HIV positive individual.  
Research has also shown that one in five adolescents have sex prior to the age 
of 15 and the majority of those who carry on being sexually active do not use 
condoms consistently. Even though some adolescents admit their worries about 
contracting HIV/AIDS, many do not recognise themselves as being at risk. They also 
lack correct information regarding which situations and conditions put them at risk for 
 HIV infection (APA, 2005). With appropriate changes, this programme could be 
reintroduced in targeted schools and the effectiveness of the revised programme could 
be researched in the future.  
 
7.3. Conclusion 
Life skills education programmes have been shown to be effective in the  
prevention of the spread of HIV/AIDS and competencies such as learning effective 
coping skills and enhancing the quality of life of individuals have been identified as 
two essential competencies to be learned in the prevention of HIV/AIDS (Hopson & 
Scally, 1981). The enormity of HIV/AIDS in South Africa and the complexities of the 
many economic, social and cultural factors that contribute towards the spread of the 
disease, coupled with the risk-taking behaviour that many adolescents engage in, 
make prevention efforts challenging. All youth in South Africa need to face up to 
becoming the change agents for tomorrow and be encouraged to take on the challenge 
of being the generation that reduced the spread of HIV/AIDS.  
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 APPENDIX A 
QUESTIONNAIRE 
 
HIV/AIDS QUESTIONNAIRE 
 
Thank you for taking the time to fill out this questionnaire. Your response will be 
kept private and will not be shown to anyone.  
 
SECTION A: INFORMATION ABOUT YOURSELF 
Instructions: Please fill in all your details 
1. Name   
2. Age   
3. Gender 
(Male/Female) 
  
4. School   
5. Grade   
6.  Residential 
Suburb 
  
 
  
SECTION B: THE FOLLOWING QUESTIONS ARE ABOUT HIV/AIDS 
Instructions: Please show your answer by making a cross in the block you think 
is right/correct. 
     Coding
1. Is AIDS the same as HIV? Yes No Not sure  
2. Is there a cure for AIDS? Yes No Not sure  
3. Is there a cure for HIV? Yes No Not sure  
4. Do you think that if a person uses a 
condom during sex, his/her chances 
of getting HIV will be less? 
Yes No Not sure  
5. Is it possible to see if someone is 
HIV positive or negative just by 
looking at the person? 
Yes No Not sure  
6.  Read the following and show if you 
think that people can get 
HIV/AIDS through the following: 
    
6a. From a man having unprotected (no 
condom) sex with another man when 
one of them is HIV positive 
Yes No Not sure  
6b When a man and woman have 
unprotected (no condom) sex when 
one of them is HIV positive 
Yes No Not sure  
6c Through unprotected oral sex with an 
HIV positive person 
Yes No Not sure  
 6d Through kissing another person with 
a closed mouth 
Yes No Not sure  
6e By open mouth kissing someone 
who is HIV positive (if spit is 
exchanged) 
Yes No Not sure  
6f From blood transfusions (getting 
someone elses blood) with an HIV 
positive person 
Yes No Not sure  
6g. By sharing cups and plates with an 
HIV positive person 
Yes No Not sure  
6h. From being bitten by mosquitoes and 
bedbugs 
Yes No Not sure  
6i. Through physical contact sports like 
rugby and soccer when someone was 
bleeding from being hurt 
Yes No Not sure  
6j. If an HIV positive person breast-
feeds her baby 
Yes No Not sure  
6k. From toilet seats Yes No Not sure  
6l. Through hugging and being close to 
someone who is HIV positive 
Yes No Not sure  
6m. By swimming in a pool with an HIV 
positive person 
Yes No Not sure  
6n. From being in the same room as an 
HIV positive person 
Yes No Not sure  
7. HIV/AIDS infected people do not die Yes No Not sure  
 from the virus that causes HIV/AIDS 
but instead from other diseases such 
as tuberculosis (T.B.), flu, etc. 
8. Is it possible to see when a person 
has HIV/AIDS? 
Yes No Not sure  
9. If you go to church every week, you 
will not get HIV/AIDS 
Yes No Not sure  
10. Do you think you will only get 
HIV/AIDS if you are a homosexual 
(gay)? 
Yes No Not sure  
11. If you have tuberculosis (T.B.) you 
will get HIV/AIDS 
Yes No Not sure  
12. Is it possible to cure HIV/AIDS by 
having sex with somebody who has 
never had sex before, or with having 
sex with a child? 
Yes No Not sure  
13. If you are thin, does it mean you 
have HIV/AIDS? 
Yes No Not sure  
14. The only way to prevent getting 
HIV/AIDS is by not having sex 
Yes No Not sure  
15. It is better to be tested for HIV/AIDS Yes No Not sure  
16. It is good to know that you have 
HIV/AIDS so that you can look after 
yourself 
Yes No Not sure  
17. If a person is HIV positive and there Yes No Not sure  
 is a chance that they will infect 
someone else, they should tell the 
person that they are HIV positive 
18. Do you think you may get HIV? Yes No Not sure  
19. Do you know anybody who has/had 
HIV? 
Yes No Not sure  
20. Do you know anybody who has/had 
AIDS? 
Yes No Not sure  
 
 
 APPENDIX B 
FOCUS GROUP INTERVIEW SCHEDULE 
 
Briefly explain the purpose of the interview. 
Ask permission to make recording. 
Emphasise confidentiality. 
Ask permission to continue.   
   
1.    Perceptions about the programme as presented by the educators: 
• What did you like about the way in which the educators presented the 
HIV/AIDS Programme?  
• What did you dislike about the way in which the educators presented 
the HIV/AIDS Programme? 
• Who should teach you the HIV/AIDS Programme? 
 
2.  Perceptions about the content of the HIV/AIDS Programme: 
• What was easy to talk about? 
• What was difficult to talk about? 
• What in the HIV/AIDS Programme was important for you to know? 
 
3.  Suggestions to improve the programme: 
• What else must be included in the programme? 
• What other suggestions do you have for making the programme better? 
 
 
 4. Perceptions about HIV/AIDS 
• Perceptions and understanding of HIV/AIDS and the impact that this 
has on their own lives 
 
5. Attitudes towards HIV/AIDS 
• Discussion around challenges that adolescents face in 2006 regarding 
HIV/AIDS 
• Discussion around peer pressure and sex 
 
6.  Perceptions about being part of the research project: 
• How did you feel about filling out the questionnaire both the first and 
second time? 
• How do you feel about being interviewed? 
 
      APPENDIX C 
 
 
FAX 
Mr Leonard 
District Manager 
Department of Education 
Sidwell 
Port Elizabeth 
 
         _________ 2006 
Dear Mr Leonard 
 
I am a Psychology Masters student at the NMMU. Part of my degree programme 
requires that I conduct research and complete a treatise. The research that I wish to 
conduct focuses on the HIV/AIDS element of the life skills programme that is taught 
to Grade nine students in schools in the NMMM. The schools where I wish to conduct 
my research are XXXX XXXX School and XXXXX XXXXX School.  
 
The aims of my research are to:  
3) To explore and describe by means of pre- and post-test any changes in Grade nine 
learners knowledge of HIV/AIDS following a life skills intervention. 
4) To explore and describe the attitudes and perceptions of Grade nine learners with 
regard to HIV/AIDS and life skills education.   
 
 The research will be done by means of a questionnaire, which will be administered to 
all Grade nine learners before receiving any tuition on HIV/AIDS and the same 
questionnaire will be administered after the tuition, to assess the change in knowledge 
following the programme.  
 
Two focus groups will be held in each school with 8 to 10 learners, to understand their 
attitudes and perceptions of HIV/AIDS and the life skills programme.  
 
Before completing the questionnaires, consent forms containing information regarding 
their childrens rights as research participants will be sent to parents/guardians for 
completion. Learners will also complete their own consent forms and confidentiality 
will be maintained at all times. A full report of the findings will be presented to the 
Department of Education and the schools on completion of the study.  
 
I was hoping that we could meet to discuss this research in more detail so that I could 
find out how I could obtain permission to conduct this research. I will give you a call 
later today to see if we can arrange a time when it would be convenient to meet.   
 
Yours sincerely 
 
Erica Alma     Dr Elkonin 
Researcher     Supervisor 
NMMU     NMMU 
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Xxx xxxxxxxxxx 
Xxxxxxxxxxxxxxxxxxx 
Xxxxxxxxxxxx 
Xxxxxxxxxxxxxxx 
Port Elizabeth 
 
         29 March 2006 
Dear XXX XXXX 
 
Following our discussion earlier this month, I am pleased to advise you that Mr 
Leonard from the Department of Education has given me permission to conduct my 
Masters research in your school. Please find attached his permission fax received 
today. I am now hoping that you will give me permission to conduct this research 
study in XXXXXXXX High School.  
 
The research that I wish to conduct focuses on the HIV/AIDS element of the life skills 
programme that is taught to Grade nine students in schools in the NMMM. I wish to 
conduct my research at two Secondary Schools in the NMMM, XXXXXXX High 
School being one.  
 
The aims of my research are to:  
 
5) To explore and describe, by means of pre- and post-test, any changes in Grade 
nine learners knowledge of HIV/AIDS, following a life skills intervention. 
6) To explore and describe the attitudes and perceptions of Grade nine learners with 
regard to HIV/AIDS and life skills education.   
 
The research will be done by means of a questionnaire, which will be administered to 
all Grade nine learners before receiving any tuition on HIV/AIDS and the same 
questionnaire will be administered after the tuition, to assess the change in knowledge 
following the programme.  
  
A focus group will be held with 8 to 10 learners, to understand their attitudes and 
perceptions of HIV/AIDS and the life skills programme.  
 
Before completing the questionnaires, consent forms containing information regarding 
their childrens rights as research participants will be sent to parents/guardians for 
completion. Learners will also complete their own consent forms and confidentiality 
will be maintained at all times. A full report of the findings will be presented to the 
Department of Education and the two schools that participated in the research on 
completion of the study.  
 
Please advise if you are prepared for me to conduct this research in XXXXXXX High 
School. My telephone number is 082 XXXXX and my fax number is (041) 
XXXXXXX. 
 
Thanking you in advance. 
 
Yours sincerely 
 
 
 
Erica Alma 
Researcher 
NMMU, South Campus 
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Faculty of Health Sciences 
Tel: +27 41 504-2330   
               Fax: +27 41-583-5324 
 
 
       24 July 2006 
 
 
Dear Parent/Guardian 
 
I am a Masters Psychology student at the NMMU and I am conducting research which 
focuses on the HIV/AIDS element of the life skills programme that is taught to Grade 
nine students in selected schools in the NMMM.  
 
The aims of my research are to: explore by means of pre- and post-test questionnaire 
any changes in Grade nine learners knowledge of HIV/AIDS following a life skills 
intervention and to explore and describe the attitudes and perceptions of Grade nine 
learners with regard to HIV/AIDS and life skills education.  The identity of your 
child will at all times remain strictly confidential.  
 
I would great appreciate the completion of the enclosed consent form. The research 
will take place in class on Tuesday 25 July 2006. 
 
Please could you complete the enclosed consent form and return it to the school on 
Tuesday morning.  
 
Your daughters/sons participation would be greatly appreciated.  
 
Yours sincerely, 
 
 
Ms. Erica Alma     
Researcher, NMMU  
 APPENDIX F  APPENDIX F 
 
STRICTLY PRIVATE AND CONFIDENTIAL 
NELSON MANDELA METROPOLITAN UNIVERSITY 
INFORMED CONSENT FORM 
 
Title of the Research Project: The effect of a HIV/AIDS life skills programme on the 
knowledge, attitudes and perceptions of Grade nine learners. 
Principle Investigator: Erica Alma    
Telephone Number: 041 504-2330 
 
Name: ___________________________________________ 
Address: _________________________________________________________ 
________________________________________________________________ 
 
 
I, as the participant, hereby voluntarily do give consent to participate in the above 
mentioned project.  
Signature: ___________________________ 
Date: _____/______/______ 
 
 
I, as the participant, hereby voluntarily do not give consent to participate in the above 
mentioned project.  
Signature: ___________________________ 
Date: _____/______/______ 
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  Faculty of Health Sciences 
   NMMU 
   Tel: +27 41 504-2330   
          Fax: +27 41-583-5324 
 
 
         
21 August 2006 
 
 
Dear _____________ 
 
Thank you for allowing your son (daughter) to participate in the research study that I 
am conducting. The first part of my study, which your son (daughter) participated in, 
involved the filling in of a questionnaire. The second part of my study is to explore 
and describe the attitudes and perceptions of Grade nine learners with regard to 
HIV/AIDS and life skills education.   
 
This part of the research will be done by means of a group discussion. A list of 
learners was randomly selected from those learners who participated in the first part 
of the study and your son (daughter) was selected. Groups will consist of     8  10 
learners who will engage in a discussion about HIV/AIDS for approximately one hour 
and it is required of you to provide a written consent that will include your signature 
to verify that you understand and agree to your childs participation. 
 
Debriefing, if required, will be available from the life skills teacher.  
 
Furthermore, it is important that you are aware of the fact that the study has been 
approved by the Research Ethics Committee (Human) of the university.  
 
Participation in this research project is completely voluntary.  Your child is not 
obliged to take part in the research.  
 
 The identity of your child will at all times remain strictly confidential.  
 
The results of the research study may be presented at scientific conferences or in 
specialist publications.  
 
If you have any questions or concerns, please contact me on (041) xxx xxxx. 
 
Yours sincerely, 
 
 
Ms. Erica Alma    Dr. Diane Elkonin 
Researcher     Supervisor 
 
 APPENDIX H 
 
STRICTLY PRIVATE AND CONFIDENTIAL 
   INFORMED CONSENT FORM 
 
Title of the Research Project: The effect of a HIV/AIDS life skills programme on the 
knowledge, attitudes and perceptions of Grade nine learners. 
Format: Focus Groups 
Principle Investigator: Erica Alma    
Telephone Number: 041 504-2330 
 
Parent/Guardians Name: ___________________________________________ 
Childs Name: _______________________________________________ 
 
I, in my capacity as parent/guardian of the participant, hereby voluntarily do give 
consent for my child to participate in the focus group.  
Signature: ___________________________ 
Date: _____/______/______ 
 
I, in my capacity as parent/guardian of the participant, hereby voluntarily  
do not give consent for my child to participate in the focus group.  
Signature: ___________________________ 
Date: _____/______/______ 
 
 
The focus group will take approximately an hour and will take place at XXXXX High 
School. Please could you indicate which date(s) would suit you and your child for 
participation in the group? Please indicate as many dates as are suitable.  
  
Date Time Yes / No 
Tuesday 5 September 2pm  3pm  
Thursday 7 September  2pm  3pm  
Friday 8 September 2pm  3pm  
Saturday  9 September 9am  10am  
 
Please place the completed form in the attached envelope and return to the school by 
Thursday 31 August 2006. Thank you.
 APPENDIX I 
 
Information that will be offered to the participant before he/she consents to 
participate 
 
1. Briefly explain the purpose of the research 
The increase in adolescents contracting the disease means that it has become 
important to educate them about the dangers of HIV/AIDS and to help them to make 
informed and educated choices. This study is confined to Grade nine learners in two 
schools in the NMMM. The main aims of the research are: to explore and describe, by 
means of pre- and post-test, any changes in Grade nine learners knowledge of 
HIV/AIDS, following a life skills intervention and to explore and describe the 
attitudes and perceptions of Grade nine learners with regard to HIV/AIDS and life 
skills education. Feedback on the results of the research will be given to the School 
Principal and School Counsellor as well as the Department of Education.  
 
2. Discuss confidentiality 
All details will be kept strictly confidential and only the researcher will have access to 
any personal details. The questionnaires will be coded to ensure confidentiality is 
maintained at all times. The focus group sessions will not include any identifying 
information. The participants identity will never be revealed in any discussion, 
description or written document.  Any participant may withdraw from this research 
study at any stage without any penalisation. All questionnaires will be shredded once 
the data analysis is complete and an internal and external examiner has approved the 
research.  
 
  
3. Consent Forms 
Work through the consent forms with the participants whose parents/guardians have 
given them permission to participate in the research, and request each participant to 
complete a consent form and sign it.  
 
4. Ask permission to make a tape recording of the focus group session.  
 
5. Ask permission to continue.     
 
 
